AMERICAN 


JOURNAL SURGERY 


VoL. XXIV. 


DECEMBER, 


No. 12 


THE OPERATIVE TREATMENT OF CRA- 
NIAL FRACTURES.* 
Frank Har t-ey, M.D., 
NEW YORK. 

Cranial fractures and the intracranial injuries 
which accompany them, must be considered apart. 
The cure of one is by no means the cure or the re- 
lief of the other. 

If it were not for the laceration of the brain, of a 
bloodvessel or a nerve, or for giving opportunity 
for infection, only a small percentage of the frac- 


tures would be of interest or productive of danger. 


During shock (that is, concussion), no operation is 
permissible, yet this general acceptation is modified 
when an increasing intracranial hemorrhage exists. 

Under such circumstances, our patient who may 
or may not have had a lucid stage, becomes un- 
conscious and remains so. This, of itself, means 
either that he has suffered from a severe intercra- 
nial lesion or that an attendant hemorrhage exists. 
If the temperature remains normal or after sev- 
eral hours remains within one or two degree of the 
normal, a hemorrhage probably exists. If the prim- 
ary temperature jumps to 102° or 103°, a serious 
cerebral or meningeal lesion exists. (Phelps). 
An increased blood pressure (of 130 to 160), is the 
key to the presence of the blood, while the rhythm, 
rate and depth of the respirations give the earliest 
index of the success or failure of the vasomotor 
centers. These latter symptoms, together with the 
degree of unconsciousness, give the best indication 
of the degree of compression and of the necessity 
for an immediate or a delayed interference. If an 
operation is done, the physiological compensation, 
shown in the stimulated vasomotor centers, must 
not be passed. If these centers yield for only 6 to 
8 minutes (Crile), anemia of the brain results and 
death is inevitable. Therefore, a blood pressure 


' diminution must be avoided, and every means to 


overcome it must be instituted, such as_ local 
anesthesia, stimulants (strychnine, adrenalin), 
bandaging of the limbs, lowering of the head and 
performing a rapid, bloodless and gentle operation. 

If an immediate operation is not necessary, I wait 
until shock (that is, concussion) has passed, when 
an examination of the wound is made. If no frac- 
ture is found and only slight intracranial injury is 


* Read. at the Nineteenth Annual Meeting of the New York and 
New England Association of Railway. Surgeons. 


evident, nothing more is done. If the examination 
is unsatisfactory, an incision is made and the nature 
and extent of the possible fracture is determined. 

I recommend in general: 

1. That fissures which are deep be explored with 
a drill, to determine the injury to the vitreous plate 
and to remove foreign matter. 

2. That depressed fractures, simple and com- 
pound, be raised and the fragments replaced, when 
perfect hemostasis and asepticity of the wound 
can be obtained. 

3. When the wound is already infected or the 
injury to the intracranial tissues forbids replace- 
ment of the fragments, that the wound be tam- 
ponned and allowed to heal by granulation. To be 
more precise, I prefer, where feasible, the reim- 
plantation of the fragments. In this, I proceed as 
follows: 

1. A thorough cleansing of the wound and sur- 
rounding skin is made. 

2. Haidenhain feather stitch surrounds the 
area to be exposed. 

3. A cutaneo-periosteal flap is raised. 

4. With a drill and a lever the depressed frag- 
ments are raised, cleansed and preserved in sterile 
salt solution, at the body temperature. 

5. Inspection of the dura is made. If intra- 
cranial] pressure is shown by the want of pulsation 
and the change in color, an incision is made into it. 
If only a serous fluid appears, the dura may be 
sutured. If torn, or if pial vessels are injured, 
they must be treated with the finest catgut or by 
forci-pressure. Sinus openings are usually sutured 
with fine silk. If these injuries are slight and do 
not require drainage, the fragments are replaced 
between the dura and the periosteum in a thin 
layer of mosaic work. (Figure 1.) 

6. An exact closure of the soft parts and a prim- 
ary union is the best guarantee of success—Sultan 
(German Congress,’ 1902, No. 31). 

The results of this method are excellent: 

Eighty to ninety per cent. of the cases show im- 
mediate good results. 

Eighty per cent. at least show good late results 
without symptoms. 

Ten per cent. show late symptoms, such as slight 
headache, vertigo, etc. 

Six per cent. show immediate cures, but later 
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develop severe disturbances, such as headaches, 
epilepsy, etc., to such an extent as to incapacitate 
them from work. 

Four per cent. die. 

When an immediate reimplantation cannot be 
done, the wound is tamponned and the parts are 
loosely sutured over the tampon. The wound then 
granulates and heals with a, persistent bony defect. 
When the bone cannot be implanted we believe this 
is the better course, since secondary implantation of 
the fragments, made during the first one or two 
weeks, has given failures in seventy-nine per cent. 


Fig. 1. 


of the cases, owing to the fact that granulation 
tissue covers both dura and periosteum at the time 
of implantation. Better than this method of sec- 
ondary implantation, providing the rest of the 
wound, other than the fragments, can be rendered 
aseptic, is the 

IMPLANTATION OF CELLULOID. 

I have of these four cases: 

Case I. April 30, 1907. Compound depressed 
fracture, anterior to the Sylvian line, dura injured, 
celluloid plate 4x5 cm. implanted. Seen Octo- 
ber, 1909, in perfect condition. 

Case IJ. April 17, 1906. Compound depressed 
' fracture, frontal region, implantation of a frag- 
ment, 3 cm. x 4% cm. Well at the present time, 
no symptoms, 

' Case IIIT. April 10, 1905. Compound depressed 


fracture in the occipital region. Total blindness. 
Elevation of the fragments, removal of clots in the 
longitudinal fissure, celluloid plate, 5 cm. x 6 cm. 
Immediate recovery, still well. 

Case IV. April, 1907. Compound depressed 
fracture of the skull, occipital region, plate inserted 
4x5 cm. Immediate recovery, without symptoms 
at present time. Figures 2 and 3. 

These results have been excellent, the recoveries 
have been rapid, and the late results have been with- 
out symptoms. I do not recommend the implanta- 
tion of celluloid or any other foreign material as a 
routine practice, but I do say that when the frag- 
ments cannot be used, and the wound can be made 
clean, celluloid can be implanted with excellent im- 
mediate and late results. The immediate implanta- 
tion of the fragments of bone or of celluloid is not 
advised when the brain is contiised and lacerated 


Fig. 2, 


with meningeal injury, when an aseptic wound can- 
not be secured, when infected granulation tissue 
exists, and, lastly, when increasing cerebral com- 
pression demands other methods. The method of 
treatment by which the wound heals with a per- 
sistent bony defect (tamponnade) has a very dis- 
tinct place in cerebral surgery, since the paramount 
indication at the time is the avoidance of a danger- 
ous infection. 

The results in 107 cases operated upon by various 
surgeons are: 

Twenty-nine per cent. absolutely cured, and seen 
at long periods from the time of their operation. 

Twenty-eight per cent. with slight symptoms re- 
maining after a long period. 

Twenty-five per cent. with severe symptoms re- 
maining after long periods from their operation, 
and 

Eighteen per cent. died. 

The results of the open method (twenty-nine per 
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cent. cured and fifty-three per cent. imperfectly 
cured) can scarcely be taken too seriously, for we 
all know that our severest cases are treated in this 
manner, and in consequence of the extent of the 
injury and of the new connective tissue produced, 
we are to expect less absolute cures. 

Many patients with these bony defects remain 
in constant fear and danger of injury to the brain. 
Even when no local symptoms exist, patients learn 
to fear this danger and they demand relief. Be- 


sides these, all other patients who have symptoms 
referable to this defect—headaches, epileptiform 
seizures, etc.—demand to be cured, and it is the 
experience of most surgeons that a great many can 
be cured by operations which cover these defects. 

To obtain this closure we have two methods: 

I. The Miiller-Konig flap. This method is un- 
doubtedly one of the best, in that it is an auto- 
plastic method and does not rely upon the encapsu- 
lation of any foreign material. It has given seventy- 
five to eighty per cent. of absolute cures, twenty 
per cent. of unrelieved cases and five per cent. of 
deaths. The method consists in sliding a flap con- 
sisting of periosteum and the outer lamella of bone 
over the defect after its denudation as far as the 
dura. To obtain success in this method it is abso- 
lutely necessary: 

a. To freshen the borders of the bony defects. 
b. To make the periostal bone flap larger than 


the bony defect, so as to bring the borders in exact 
contact. 

c. To fix the flap so that no subsequent dis- 
placement take place by a contraction of the con- 
nective tissue. 

d. To Thiersch-graft the area from which the 


. flap was taken. 


e. In some cases it is necessary to cover the 
bald spot represented by the Thiersch graft. This 
is done by transplanting to its former position the 
skin and subcutaneous tissue of the original flap. 
This cannot be done before two or three months 
following the operation. (Dehler, Archiv. fiir 
Klin. Chir.) 


Fig. 4. 


This method, therefore, requires at least one, and 
possibly two, anesthetizations and several months 
under treatment. (Figures 4 and 5.) 

Couper, Deutsche. Zeitschr. fiir Chirurgie, Bd. 
103 P. 147. Leotta has recently modified this 
operation in an advantageous manner. 

During the last five or six years I have been im- 
planting celluloid in these defects, in preference to 
the Miiller-Konig operation. It is a less formi- 
dable procedure, and, in no instance, have I been 
obliged to remove the plates during the hospital 
treatment. 

My procedure has been: 

a. To raise a flap consisting of the tissues cov- 
ering the dura. 

b. To expose the dura and remove the adhe- 
sions to the arachnoid membrane. 

c. To freshen and bevel the bony margins. 

d. To implant a perforated and curved celluloid 
plate which rests upon the bevelled bone, and is 
sutured to it. 

e. To replace the flap. 
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The cases performed are fifteen in number, 
eleven of whom have been recently heard from or 
‘seen personally. 

In no one of these instances has the plate given 
trouble requiring its removal. 


Fig. 5. 

The late results are seventy-three per cent. of 
cures with twenty-seven per cent. of cases not heard 
from, and no mortality. (Figures 6 and 7). In 
the twenty-seven per cent. of cases not heard from 


it is probable that many have had no trouble or dis- 
comfort from their plates. 

In fractures of the base, our attention is called 
not so much to the bones as to the extent of the in- 
jury to the cerebrum, and the possibility of a rapid 
infection. Our object is to stop hemorrhage, to re- 
lieve compression, and to thwart infection. The 
blood effused in fractures of the base appears in 


several well-known sites—the eyelids, the eyeball, | 


orbit, pharynx, the mastoid region, and the lateral 
surface of the neck. But it is not my purpose to 
speak of this, except to say that when blood escap- 
ing from these sites co-exist with compression of 
the brain, an operation is probably indicated to re- 
lieve that compression. In many cases of basal 
fracture the external evidence of hemorrhage is not 
so distinct, though the evidence of cerebral com- 
pression is. The hemorrhages causing this com- 
pression are both intra- and extradural, in the pro- 
portion of 2 to 1. Eighty-five per cent. of the 
cases show both intra- and extradural hemorrhage 
in varying proportions. The extradural hemorrhage 
comes from the middle meningeal artery, a sinus, a 


Fig...7. 


diploic vein, or from pial vessels with a rent in the 
dura. The location of the arterial hemorrhage is 
the parieto-temporal region, that of the sinus or 


‘diploic vessel corresponds to the position of the 


sinus or the vessel. In these hemorrhages a lucid 
interval usually precedes the unconsciousness, dur- 
ing which some psychical disturbances are present. 
These are due to the commencing compression and 
the rising blood pressure. In most instances, how- 
ever, the signs of compression are alone present 
from the very beginning, but more or less modified 
by those of concussion. 
The principal indication for operation in this va- 
riety is, that in the expectant treatment the mor- 
tality rises as high as ninety per cent., while in the 
operative treatment the mortality ranges between 
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twenty-seven and thirty-three per cent. Hemor- 
rhage from the anterior branch of the middle 
meningeal vessel usually produces local signs in 
the Rolandic area (figure 8). The more pro- 
nounced the paralysis of the face, the lower the 
position of the clot, and the more pronounced the 
paralysis of the leg, the higher the position of 


4 


il 


13 


with proper lifting of the temporo-sphenoidal lobe. 

Intradural hemorrhages vary greatly in their lo- 
cation and extent. It may be a thin, flat clot occu- 
pying the meshes of the pia mater or a large amount 
occupying the meshes of the pia, breaking through 
it and remaining localized near the point of rup- 
ture. It may consist of a still larger amount, 


1 2 


10 


12 


Fig. 8.—1, motor and sensory disturbances, lower extremities; 2, motor and sensory disturb- 
ances, upper extremities; 3, motor and sensory disturbances, face, tongue, jaw, pharynx, vocal cords, 


motor aphasia, left side in right-handed people and vice versa; 4, I, movements of body (posterior 
part first frontal), II, movements of head (posterior part second frontal), III, associated move- 
ments of head and eyes; 5, tactile and muscular (deep) sensibility; 6, hemianopsia and word blind- 
ness, agraphia, paraphasia; 7, intelligence; 8, visual images are stored here (cuneus, lingual lobe, 
calcerine fissure cannot be seen); 9, audition; 10, images for words heard and musical tones (on left 
side); 11, nasion; 12, inion; 13, retro-orbital tubercle. 

The internal frontal convolution lies in the longitudinal fissure opposite the superior frontal. 


The paracental convolution lies in the longitudinal fissure opposite the ascending frontal be- 


tween 45 per cent. and 55 per cent. 


The quadrate lobe lies in the longitudinal fissure opposite the ascending and inferior parietal 


convolutions between 55 = cent, and 70 per cen 


Cuneus lingual and fusiform lobes are opp 


first, d and third occipital convolutions be- 


tween 70 per cent. and 95 per cent. 


the clot. This area is exposed as in figure 9. Hem- 
orrhage from the posterior branch gives sensory 
disturbances, with or without involvement (Krén- 
lein). These sensory disturbances can be obtained 
only in exceptional instances. We expose this re- 
gion as shown in figure 10. 

Paralysis of the third and sixth nerve and the 
Hutchinson pupil, point to a basal situation of the 
clot, and we expose this region by the same flaps 


which, breaking into the subdural space, localizes 
principally at the. base of the brain. The smaller 
circumscribed clots cause symptoms of irritation in 
the motor zone or only localized headache which 
persists until the blood is absorbed and the edema 
of the brain has disappeared. Severe cases, those 
which become encysted, give symptoms of compres- 
sion, with local signs, so that they resemble very 
closely the extradural hemorrhages. In the sever- 
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est variety, where the blood escapes freely into the 
subdural space and accumulates at the base, ex- 
erting pressure upon the bulbar centers and upon 
the temporo-sphenoidal, frontal, occipital or parietal 
convolutions, the pressure effects are seen in the 
bulbar centers, with few or no localizing signs 
(visual, motor, sensory or aphasic). In these cases 
the blood pressure does not rise much above the 


2. In patients who are unconscious, to avoid in- 
halation-pneumonia. The operative results in the 
milder cases, with focal signs, give eighty-eight per 
cent. of recoveries and twelve per cent. mortality, 
In the severer cases, the indication is to save life 
by immediate relief of the tension, and the preven- 
tion of anemia of the brain. , 

The operative treatment is not sufficiently in ad- 


Fig. 9.—1, ascending frontal convolution; 2, precentral sulcus; 3, anterior branch of Sylvian fis- 


sure; 4, inferior parietal convolution; 
supramarginal convolution; 8, fissure o 


, fissure of Rolando; 6, ascending parietal convolution; 7, 
Sylvius; 9, first temporal sphenoidal convolution; 10, first 


temporal sphenoidal sulcus; 11, second temporal sphenoidal convolution. 


normal, the pulse is faster rather than slower (70 
to 100) (a slow pulse, below 60, exists only in 
four per cent. of the cases), the respiration is in- 
creased in frequency (to 20, 30 or 40) and the 
coma becomes deeper and deeper until the vaso- 
motor centers are exhausted. 

The indications for operation in the milder cases 
are: 

1. To prevent meningeal adhesions and gliosis 
of the cortex, with the late traumatic neuroses 
which ensue. 


vance of the expectant, in these severe cases, to 
warrant its performance in every case. We are 
dealing with excessive brain injuries, marked con- 
cussion and compression, and much cannot be ex- 
pected until we are better able to combat the bulbar 
paralysis which so frequently and so suddenly su- 
pervenes during the operative treatment. Hence, 
we treat: 
1. The shock (concussion)) by lowering the 
head, by banding the limbs as far as the 
trunk, and by strychnine and adrenalin, by 
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preventing all hemorrhage, and by using a 
local instead of a general anesthetic. 

2. Make as small an incision as possible, and 
operate with the greatest gentleness and 
rapidity. 

a. The temporal region, figure 11. The dura 
is exposed. If it bulges, is bluish and 
5 


Fig. 10.—Parietal flap. 


The remaining complications in fractures of the 
base of the skull are the infections. Their im- 
portance is seen in that in forty per cent. of the 
deaths from basal fractures a purulent fluid is 
found in some of the cranial contents. (Borden.) 

Twelve and one-half per cent. show a suppura- 
tive pachymeningitis. 


1, supramarginal convolution; 2, angular; 3, external parieto-occipital 


fissure; 4, superior convolution; 5, inferior parietal convolution; 6, ascending parietal convolution; 
7, fissure of Rolando; 8, fissure of Sylvius; 9, first temporo-sphenoidal convolution. 


no pulsation exists, it is opened and the 
space is drained. After a sufficient re- 
moval of bone with the rongeur to ob- 
tain decompression, the posterior 
branch as well as the opposite temporal 
‘fossa may be exposed’in exactly the 
same manner. 

b. The cerebellar region, figures 12, 13 and 
14. In this only extradural blood can 
be removed; intradural hemorrhage in 
this region is almost always rapidly 
fatal. 


Sixteen and one-half per cent. show pus in the 
temporal bone. 

Three per cent. show pus in the frontal bone. 

Eight per cent. show~pus in the meninges, in- 
cluding cerebral abscess (0.75%). 

The most important situations of the infections 
are: I, the sinuses; 2, the meninges, and, 3, the 
cerebral substance. The most frequent and acces- 
sible sinuses are the superior longitudinal, the lat- 
eral and the superior petrosal. The latter is in- 
fected in compound fractures involving the tem- 
poral bone (5.5%), while the former, in compound 
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fractures involving the frontal and parietal,’ three 
per cent. As the evidence of septic thrombosis 
consists in symptoms due to the obstructing throm- 
bus, plus the signs of general infection, and as the 
infection usually arises from the fractured bone, 
our operative procedure must start from the dis- 
eased bone and expose the sinus from this point. 

For this procedure I prefer the drills, the ron- 
geur and the saw, and I expose the sinus as freely 
as possible in order to‘command the ‘vein on all 
sides. 

The diffuse type of meningitis usually arises 
from fractures communicating with the nose, 
pharynx or ear or from compound fractures of the 
vault,—as a pachymeningitis in twelve per cent., as 
a leptomeningitis in eight per cent., with a symp- 
tom-complex composed of the signs of cerebral ir- 


ritation, general infection and a turbid cerebro- 
spinal fluid and high leucocyte count in the blood. 
The indication is operation in the neighborhood of 
the infecting tract, if known, with large flaps (fig- 
ures 15, 16, 17 and 18) ; if not known, decompres- 
sion in the temporal or occipital region, and the 
use of large gauze drains. Localized suppurative 
pachy- or leptomeningitis call for an exposure at 
the seat of the infection by a large flap. 

Witzel and Amberger have cured cases of lepto- 
meningitis of this variety with large flaps and gauze 
drainage. 

Traumatic cerebral abscess is rare and exists in 
only 0.75% of all infections. It is characterized 
by focal signs unless situated in latent areas, by the 
signs of compression and by infection of either a 
high or low grade, so that the varieties are numer- 
ous and the diagnosis is difficult. 


Five per cent. of the cases die because not diag- 
nosticated or operated upon too late. It is advis- 
able in all cases, to expose first the source of prob- 
able infection, and follow the tract until the abscess 
is reached, as is done largely by otologists at the 
present time. If found, a large opening should be 
made and drainage secured by large gauze tam- 
pons. If focal signs are present, a large flap is 
used to expose the area and the bone is sacrificed. 
During the last year five cases of traumatic en- 
cephalitis have been diagnosed and cured in this 
manner. 

THe TECHNIC OF A CRANIAL OPERATION 
demands the following in order to avoid the dan- 
gers of shock and sepsis: 

Instruments which will open the skull quickly 
over any desired area to any extent. 


Fig. 


2. A method of craniocerebral topography which 
will permit an accurate exposure of the intended 
cerebral area. It should be so accurate that the 
flap is neither too large nor too small. Chipault’s 
is the best method, as it adapts itself to the skull 
of all ages, races or individual peculiarities. 

3. Osteoplastic flaps cut so that they will expose 
the desired area in the easiest manner. 

(a) For the lateral region the flaps radiate like 
the leaves of a fan, the broader part being toward 
the vertex, the narrower extremity or hinge at the 
temporal fossa.. The flaps are frontal, rolandic, 
parietal or occipital. They are four-sided, as(—__) 

(b) For the exposure of both sides at once, bi- 
lateral flaps with their hinges in the temporal fossa, 
or single flaps with their hinges in the median line, 
are used. These flaps are either frontal, sagittal, 
occipital or occipito-cerebellar. The bilateral flaps 
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are four-sided, as dD The single flaps are 
usually six-sided, as ~~ 


4. The replacement of the bone ‘flap in every 
possible case or the covering. of the:@efect with an 
accurately fitting foreign material (celluloid or alu- 
minum). I prefer: autoplasty to heteroplasty be- 
cause bone implanted when still in connection with 
its periosteum. undergoes an immediate reparation 
if the circulation is not disturbed. Where the ap- 
position is the most intimate, there one will find the 
least disturbance in healing, the slightest bone ab- 
sorption, and the surest safeguard against infec- 
tion. Necroplasty is my second choicé;._ 

5. The assurance of a perfect hemo8tasis both 
in the preliminary as well as in the final steps. 


Fig. 13.—Exposed cerebellum. Dura not cut. 


I would divide every operation into two steps, in 
which the preliminary step concerns only the skull, 
etc., and the final step, the cerebrum. 

I. PRELIMINARY STEP. 

A record of pulse rate and blood pressure is 
taken before operation. 

The patient’s head is shaved before operation 
and Chipault’s measurements are made and marked 
with a fuchsin pencil on the scalp just before op- 
eration. Chloroform is preferred, though ether is 
often used if the head is raised over 30°. 

The patient is placed on the table with the head 
of the table raised between 15° and 30°. This po- 
sition has been sufficient to stop the bleeding from 
the veins and to lower the arterial pressure. 

If the patient is suffering from marked com- 
pression, modified by concussion or shock, a gen- 
eral anesthesia is not used, nor is the head raised; 
a local anesthetic, lowered head, bandaging of the 


limbs to the trunk and stimulants (adrenalin) are 
employed. 

The sphygmomanometer is placed on the arm 
and the blood pressure is recorded by the anes- 
thetist. A sudden all of blood pressure will warn 
the operator of an impending collapse. 

The tourniquet is applied. I prefer one based on 
Lambotta’s idea of local anemia in the scalp. If 
this is not used, buttonhole stitches, Kredel’s plates 
and the Haidenhain’s stitch can be used with ad- 
vantage. 

The flaps are either four or six sided. Each limb 
is cut with a single stroke of the knife. The peri- 
osteum is retracted on the bone surrounding the 
incision only. 


Fig. 14.—Exposed cerebellum. Dura opened. 


A drill is applied to each angle (4 or 6 holes) 
and the depth of the holes is measured. If the dis- 
parity between the holes is greater than 2 mm., 
that is, 3 or 4 mm., one or more holes should be 
interposed and measured. Thus it may be ascer- 
tained whether the incline between the holes is 
gradual or abrupt. If gradual, an electrically pro- 
pelled saw should be armed with a guard for 2 mm. 
less than largest measures and the bone divided 
with it at right angles to the bone-surface. If ab- 
rupt, the saw should be placed at an angle of 10° 
to 30° to the bone, which diminishes the depth of 
the saw cut over the perpendicular cut about 2 mm. 
more. In this manner injury to the dura may be 
avoided without changing the guard even when 
the disparity between the holes is as great as 4 to 
5 mm. If one prefers, the guards may be changed, 
or two saws with different guards may be used. I 
always purpose to leave an uncut area of bone over 
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Fig. 15.—Double frontal. superior longitudinal sinus; 2, dural flap; 8, superior longi- 
tudinal sinus; 4, frontal crest; 5. superior frontal convolution; 6, middle frontal convolution; 
7, inferior frontal convolution. 


Fig. 16.—First occipital convolution; 2, longitudinal sinus; 3, second occipital convolution; 
4, third occipital convolution; 5, osteoplastic flap. si 
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the dura of at least 1 or 2 mm. If the muscular 
tissue is very thick I use a fraise attached directly 
to the motor or by means of a short cable. 

An osteotome (MacEwen’s) is inserted into the 
slit, and with a few strokes of the mallet the bone 
(that is, the vitreous plate) is cracked. The point 
of inserting the osteotome is where the bone is the 
least divided. The bone is now lifted from the 
dura by 2 to 3 spud-like instruments, two of which 
are always placed near the desired line of breakage. 


If the pulsation is wanting pus or blood between 
the membranes, or severe contusion of the brain 
is suspected. 

The dural flap is cut 1 cm. from the edge of the 
bone and on all but one side of the exposed area. 
This flap is lifted and the hemorrhage is seen im- 
mediately if it be intrameningeal or cortical. It 
then appears as a dark colored prominence, sur- 
rounded by edematous brain tissue or as a sero- 
bloody cyst. 


When these are inserted a movement of depression 
to break the bone is made rapidly and with some 
force in order to snap this exactly between the two 


drill-holes. 


Hemorrhage from the bone now requires atten- 
tion. I make use of (a) Horsley’s wax, consisting 
of vaselin 50, paraffin 50, and phenol 5 parts; (b) 
decalcified bone plugs; (c) boiled wooden match- 
sticks; (d) cotton wool; (e) crushing forceps. 

The reflected flap is protected by a towel, the 
dura mater is exposed and an extradural hemor- 
thage, if present, is then revealed. 

2. STep. 

The condition of the dura is now noted: (a) its 
change in color; (b) its vascularity; (c) its thick- 
enings; (d) its inflammatory changes, and (e) its 
pulsation or want of pulsation. 


Fig. 17.—1, osteoplastic flap; 2, longitudinal sinus. 


Subcortical hemorrhages are located by puncture 
or palpation. 

During this stage of the operation two accidents 
must be avoided,—undue hemorrhage and opening 
of the lateral ventricles. 

Every vessel that bleeds must be ligated and every 
one that must be cut should be ligated before its 
division. This should be done in a delicate manner 
and without traction on the vessel in tying the knot. 
One knot is sufficient. Mosquito-forceps or a round 
needle, armed with a pliable ligature, is the best. 
Capillary hemorrhage is managed with moist gauze 
at 115° or 120° applied to the area. Venous hem- 
orrhage or oozing is treated by administering 
oxygen. The longitudinal or transverse sinus or 


any large vein is closed by the total or lateral liga- 
If hemorrhage cannot be con- 


ture or by suture. 
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trolled in this manner, the best results have been 
obtained by tamponade and compression by the 
flap replaced. 

- The reasons for careful hemostasis in this stage 
are (1) to limit the injury to the cerebral tissue by 
the flood infiltration; (2) to avoid the application 
of heat and (3) to avoid the use of the tamponade. 
Careful hemostasis limits as well the danger of a 
late encephalomeningitis. 


During the after-treatment of cranial operations 
certain complications may ensue: ; 

1. Acute cerebral edema of pericranium. 

2. Hyperpyrexia: This occurs after both severe 
and moderate handling of the brain, especially if 
the ventricles have been opened. The cause is tox- 
icity of the products of secretion of the neoplasm, 
infection itself or lesion or irritation of the thermal 
centers. 


Fig. 18.—Double occipital flap. 1, external parieto-occipital fissure; 2, first occipital convolution; 
8, second occopital convolution; 4, third occipital convolution; 5, angular occipital convolution; 6, 
supramarginal convolution; 7, first temporo-sphenoidal convolution. 


The second accident occurring during this stage 
is the opening of the lateral ventricles and the 
escape into them of the fluid washing, of the de- 
tritus of the tumor or of the brain tissue or of 
blood, which will form a nidus of infection. The 
mere opening of the ventricle, if one can see it at 
the time and avoid its infection by the admission 
of foreign material, is not dangerous. 

If the hemostasis is complete the dura is sutured 
and the osteoperiosteal flap is replaced. A primary 
union is the rule. If the wound must be tam- 
ponaded or drained, the bone flap is either cut away 
to give exit to the tampon or drain; or the flap is 
replaced over the tampon for forty-eight to fifty- 
six hours and then is lifted, the tampon is re- 
moved, and a small rubber drain or gauze substi- 
tuted for it. After this the dural flap is sewn and 
the bone flap is replaced and sutured except at the 
exit of the drain. 


3. Encephalomeningitis may be caused by injury 
to the cerebral tissue or by infection from the pa- 


-tient’s blood or from without. It is usually seen 


during the first month after operation, coming on 
slowly. and. announced by localized convulsions, 
contractures, paralyses, somnolence, mental torpor 
or delirium. 


SuRGICAL AFTER-TREATMENT. 

Responsibility does not end with the laying down 
of the scalpel but continues until healing is com- 
plete. The purpose of the after-treatment is to 
recognize complications early, and so to treat them 
as to give the patient not only the best chance for 
recovery but the best final functional result. Not 
only must the wound itself be treated, but the entire 
organism must be brought to as nearly a normal 
condition as possible—RussELL S. Fow er, in the 
N. Y. State Journal of Medicine. 


1 


P 
2 3 s 


Vor, XXIV. No. 12. 


PFAHLER—DISEASES OF Bone. 


AMERICAN 
JOURNAL OF SURGERY. 377 


DISEASES OF BONE AND THEIR DIFFER- 
ENTIATION BY MEANS OF THE 
RONTGEN RAYS.* 

Georce E. Prauter, M.D. 


President of the American R6ntgen Ray Society; Clinical 
Professor of Réntgenology in the Medico- 
Chirurgical College. 

PHILADELPHIA. 


The R6ntgen rays have long been used in the 
study of bone lesions, but it is only recently that 
the full value of this method of diagnosis is being 
recognized. Data must still be collected, com- 
parisons made, and new and unusual experiences 
must be recorded to make this work complete. 
Even now it is nearly always possible to make a 
diagnosis of the disease, and show its location and 
extent. In fact this can be demonstrated better 
than by “cutting down to see.” One can examine 
the whole bone, while at operation only a part can 
be seen. An operation can be better planned, and 
much unnecessary traumatism avoided, if the exact 
diagnosis, and the location and extent of the 
disease be determined previously. 

Much will depend upon the making of good 
negatives, but even more upon the skill in reading 
them and the careful balancing of evidence. An 
attempt will be made in this paper to give very 
briefly the chief characteristics and the principles 
governing the differentiation of diseases of bone. 
The usually associated clinical history and symp- 
toms will be omitted for the sake of brevity and 
not because they are unimportant. 

Enchondromata affects the extremities, and espe- 
cially the small bones. They usually have a 
spherical form, are sharply separated from the 
neighboring tissue, and usually rest upon the bone 
with a broad base. They lack any definite struc- 
ture, giving a homogeneous appearance, with no 
definite walls, and usually show small islands of 
bony material lying in a homogeneous field. They 
are likely to be multiple and develop from the 
diaphyses. They look as if one side of the bone 
had been burst open, by an explosion. 

They may at times involve the entire bone, or 
may occupy only a portion of one side of the bone. 
Probably the most characteristic appearance is the 
isolated bony fragments, lying in a homogeneous 
field. They differ from abscess in the amount of 
swelling or tumor formation which is usually pres- 
ent, and do not show the sclerosis, periostitis or 
other inflammatory changes usually found in 
abscess. 

Bone Cysts seem to occur especially in the upper 
portion of the diaphyses of the humerus, and 


wie ead before the Philadelphia County Medical Society, April 13, 


femur, though they may be found elsewhere. I 
have had three cases in which the lower jaw was 
involved. The process is distinctly central and 
destructive. There is seen a localized area of al- 
most complete absorption of the lime salts. In this 
area there may be crossing lines of bone making 
the cyst multilocular. The walls of the cyst are 
smooth, and may be as thin as paper. Unless a 
traumatic or spontaneous fracture be present there 
is a continuity of the walls. The total thickness of 
the bone may be increased but this is seen to be 
due to distension from within instead of new bony 
development. 

Bone cysts differ from abscesses by their smooth 
walls and in the absence of structural changes in 
the neighborhood of the cyst, such as sclerosis, 


Fig. 1.—Solitary Bone Cyst of the Lower Jaw. Shows the 
clear transparent area. with smooth, thin walls. Note the distortion 
of the’ first bicuspid tooth. 


and by the absence of new bony material from the 
surface, such as occurs in periostitis and osteo- 
myelitis. 

Bone cysts differ from central sarcoma by the 
smooth walls, by their continuity of these walls, 
and by the absence of new growth either of bone 
or in the soft tissues. 

Exostoses usually give a very characteristic ap- 
pearance in the roéntgengraphs, probably more so 
than any other lesion, but even these need a care- 
ful balancing of the evidence in comparison with 
the other similar bone affections. 

They usually affect the epiphyseal regions of the 
long bones, and most frequently the femur, tibia 
and humerus. In form they may be thorn-like, 
cauliflower-like, or rounded swellings on the bone. 
They are often multiple and at times seem to affect 
families. I studied one group in which there were 
multiple exostoses in the father and three children, 
and in each every long bone seemed to be affected. 
This group was referred to me by Dr. J. Hendric 
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Lloyd, about eight years ago, but has not yet been 
reported in detail. 

Exostoses rest upon the bone with a broad base, 
and are abruptly differentiated from the surround- 
ing soft tissue. In structure they are almost 


Fig. 2.—Exostosis of the Humerus. It has developed from 
the region of the epiphyseal line, is bony in structure, rests upon 
the bone, and has not disturbed the deeper layers of the shaft. 


identical with the bone, allowance being made for 
the unusual shapes. 
They might be confused with enchondromata, 
but can usually be differentiated by their structure. 
Sarcoma will resemble exostosis the most closely, 


Fig. 3.—Gouty Deposits at the Base of the Great Toe showing 
the Ghnruclerlotic bony deposits, and disturbances in and about the 
joint. Note the bridging over of the joint by this deposit. 


‘but the structure of the exostosis the broad base, 
the point of origin, and the sharp differentiation 
from the soft tissue will usually serve to make the 
diagnosis. 

Gouty deposits must at times be differentiated 


from exostoses about the small joints of the hands 
and feet. These are simply bony material de- 
posited upon the bone, and do not show bone 
structure and very often there is disturbance in the 
adjacent bone which will serve as a differentiation. 

Sarcoma. Osteo-sarcomata have been divided 
into central or myelogenous, and peripheral or 
periosteal, but between these two typical varieties 
there are even more that pass from one type into the 
other. For the study of this subject scientifically 
Rumpel' recommends that the specimen after 


Fig. 4.—Peripheral Sarcoma of the Tibia. Note the involvement 
of the soft tissues, with elevation of the periosteum and secondary 
disturbance of the wall of the shaft of the bone. 


operation be sawed into sections which need not 
be very thin, and then examined with the rays. 
Very minute changes can be recognized in this 
way and the points of origin determined better than 
by any other method. He is of the opinion that 
most of the sarcomata have their origin in the 
spongy portion of the diaphysis. 

Sarcoma seems to affect by preference the ends 
of the diaphyses of long bones, though it may af- 
fect any bone. There is some disturbance in the 
minute structure of the bony tissue, as seen by the 
rays. This may consist in the absorption of the 
lime salts of the bone, or more rarely one may find 
~ Rumpel, “Ueber Geschwuelste und entzuendiche 


der Knochen im Roentgenbild.” Lucas, Grafe & Sillem, 19 
Hamburg. 
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an associated increase in the density of certain 
areas. This disturbance is comparatively localized 
and spreads peripherally, the greatest destruction 
being at the point of origin. Associated with this 
destructive process there is swelling and new 
growth. If it is a central sarcoma, the walls of 
the bone are seen to be bursting apart, as it were. 
If it is a peripheral sarcoma the surface of the 
bone is found to be rough and uneven, and the 
density shades gradually into the soft tissues. In 
this peripheral variety, the periosteum is often 
found lifted up highest over the greatest diameter 
of the tumor and then sloping gradually downward 


Fig. 5.—Medullary Sarcoma of the Upper Extremity of the 
Fibula, showing complete destruction of the bone, ending abruptly 
and leaving the remainder of the shaft healthy. Mere fragments 
of a shell af the bone may be seen at_the periphery. 


until it becomes a part of the bone again. Bony 
material is found here and there in the new growth 
in varying quantity. 

Bone cysts may resemble central sarcoma, but 
the walls are smooth, they do not burst their shell 
of bone (unless a fracture be present), and the 
density of the bony wall that remains has not been 
disturbed. 

Bone abscess may resemble sarcoma, but there 
is an absence of new growth, except where an 
osteomyelitis is present, which gives characteristic 
appearances. 

Chronic Osteomyelitis may be very confusing, 
but here one finds the evidence of an inflammatory 


process, with a more widely, and more evenly dis- 
turbed destruction of bone, associated with more 
or less sclerosis, or very dense areas of bone, and 
usually a dense bony deposit upon the periosteum. 
The two pictures are more easily differentiated than 
described. 

Carcinoma may resemble central sarcoma very 
closely, and it may be impossible to make a dif- 
ferentiation. Generally speaking, I think, there is 
more complete local destruction of bone, and less 


‘bony new growth. The clinical history and other 


evidence should of course always be taken into con- 
sideration. 


Fig. 6.—Acute Osteomyelitis of the Shaft of the Ulna, showing 
extensive destruction of bone, sclerotic areas, bg 2 much thickening 
of the periosteum containing bony exudate, and large sequestra. 


Osteomyelitis. The general characteristics of 
acute osteomyelitis are a destructive process in the 
bone associated with sclerosis, and consists of rari- 
faction, abscess formation, sequestral separation, 
general increase in the bony area, and a thickening 
of the periosteum. Even if one can make a diag- 
nosis in acute osteomyelitis by clinical methods 
alone the exact location and extent of the disease 
can be determined only by the Roéntgen rays. 
Even in suspected cases of acute osteomyelitis 
the symptoms alone cannot be depended upon. I 
have had several patients sent to me with a diag- 
nosis of osteomyelitis, who were suffering only 
from cellulitis and showed no disease of the bone. 
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In-chronic osteomyelitis the Rontgen method of 
‘examination is’ most important. Here one usually 
finds marked thickening of the bone, and the bony 
‘tissue is very dense. In. the. midst of' this there 


Fig. 7.—Osteomyelitis showing an abscess. 


Fig. 8.—Tuberculosis of the Upper Extremity of the Humerus, 
showing necrosis of the bone,- slight periostitis, and a general 
‘atrophy of the humerus, scapula, and outer extremity of the 
~ Compare the density of these two bones with that of the 
clavicle 


may be deep abscesses, which are recognized by 
their semi-transparent areas, as compared with the 
surrounding tissue. 

Tuberculosis. Probably the most characteris- 


tic evidence of tuberculosis of bone is its general 
increased transparency in the affected area, and 
even in the neighboring bone. This is dué to a 
general atrophy or absorption of the lime salts. 


Fig. 9.—Gumma of the Tibia, showing none of the charac- 
teristics yr the other bone diseases. 


Fig. 10.—Gumma of the Tibia, showing ulceration. 


The bones lack contrast and detail, and give the 
picture a general hazy appearance. This is espe- 
cially true when the bone is affected in or about the 
joints (and this is the favorite site). When the 
shaft of a long bone is affected, there may be a 
shell of bony deposit about the bone, but this even 
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‘shows a relatively increased fratisparency, and the 
central part of the bone is especially transparent. 
It differs’ from: osteomyelitis .of pyogenic or 
syphilitic origin in that the transparency is ‘more 
uniform and general, instead of being associated 
-with lines of increased density caused by the 
‘sclerosis of the latter two conditions. One will al- 
ways find in tuberculosis more absorption of bony 
material than new growth. 

Syphilis. Typical acute gummata: of bone are 
easily recognized: The wall is thickened, sclerosed, 
and with this is usually associated a periostitis, 


Fig. 11.—Syphilitic Osteomyelitis, showing less infiltrating * 
struction of the bone, and more sclerosis than is seen in acute 
pyogenic osteomyelitis. 


with some evidence of destruction of the bone sub- 
stance in its central portion. The disease extends 
rather evenly from this central area. 

In the chronic gumma there is marked sclerosis, 
with a localized spindle form swelling and there 
may be no destruction of bone present. 

Acute syphilitic osteomyelitis at times cannot be 
differentiated from acute pyogenic osteomyelitis but 
generally speaking in the syphilitic variety there is 
relatively more periostitis present and the disease 
is more peripheral. In the pyogenic variety the 
disease seems to spread more centrally and forms 
larger sequestra. 


Trophic Lesions are varied in their appearances. 
At times there are localized small areas of absorp- 


tion of bone with distinct outlines. At others there 


is a general absorption of an-area of extremity of a 


bone which fades gradually into the healthy tissue; 
and at others there are mottled areas of density 
associated, which differ, however, from the ap- 
pearances in osteomyelitis. Generally speaking, 
the most characteristic appearance is an absorption 
of the lime salts, without new growth. 

 Periostitis. This disease is likely to be trau- 
matic, pyogenic, or syphilitic, and is evidenced by 
roughening at the surface of the bone, thickening 
of the periosteum and often separation of the 
periosteum from the bone. In the trawmatic 
variety there is much irregular thickening and bony 


deposit with no disturbance of the bone structure. 


Fig. 12.—Showing. the trophic changes in a case of tabes 
dorsalis, with Charcot joint. 


In the pyogenic variety the disease is likely to be 
more extensive, and is associated with scattered 
areas of destruction of bone. In the syphilitic 
variety the periosteal thickening is marked, and 
there is usually some destruction of bone, but this 
disease is contiguous with the periostitis. 

CoNCLUSIONS. 

1. The X-ray evidence of disease in the bone is 
fairly characteristic of each variety, when studied 
from good plates showing much detail. 

2. When taken in conjunction with the clinical 
evidence and history a diagnosis can nearly always 
be made preceding the operation. 

3. The location and extent of the disease can al- 
ways be determined, and thereby the surgeon can 
plan definitely his operation before beginning. 

4.*The diagnostic evidence is not always as 
clearly cut as the statements in this brief paper 
might indicate. In the unusual types of disease, 
one must study the plates in great detail and then 
weigh the evidence very carefully. 
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REMARKS ON CONTUSION OF THE BACK 
AND ITS COMPLICATIONS BASED 
UPON THE OBSERVATION OF 
296 CASES.* 
Wa cter Laturop, M.D., 


Superintendent and Surgeon, State Hospital. 
HAZLETON, PA. 


I present this subject for consideration with the 
hope of showing in a brief way that the treatment 
of this class of injuries is not a simple affair, but 
often requires care and skill on the part of surgeon 
and nurses. 

The back of the average laboring man is well pro- 
tected by strong, powerful muscles, and it is only 
reasonable to suppose that any injury capable of 
breaking down this protection is worthy of careful 
treatment. 

The effect of a contusion depends naturally upon 
the cause which produces it, the location of the in- 
jury, and whether from a squeeze, a blow, a fall, or 
being thrown with more or less force against some 
solid object, as in a collision. 

The subcutaneous tissue with its veins and capil- 
laries suffers most, while the skin may be unbroken ; 
nerves also may be involved, while the bones and 
the organs within the abdomen or thorax may be 
more or less injured. 

Let us consider briefly some of the conditions 
met and their treatment: The most common result 
of a severe contusion of the back, whether high or 
low, is extravasation of blood, the separation of the 
skin from underlying tissues, and the formation of 
a large fluctuating mass. Pain is, of course, pres- 
ent to a greater or less degree, usually aggravated 
by any attempt at moving. Accompanying the ex- 
travasation mentioned, if the injury be severe, 
there may be laceration, or crushing of muscles, or 
the scapula may be fractured, while severe con- 
tusion of the ribs is not uncommon; and I have 
seen three cases in which hemorrhage in the lung 
occurred from a blow on the back, with fatal out- 
come. In the lumbar and sacral region there may 
be contusion of the kidney, retention of urine, 
which is found to- contain blood when withdrawn. 
Further, there may be a so-called concussion of the 
spine, causing temporary paralysis, while in some 
cases complete use of the limbs may require weeks 
of rest and treatment, even when bladder symptoms 
have disappeared. 

A severe contusion low down may involve the 
sciatic nerve, through injury of the gluteal muscles, 
which are sometimes badly bruised; while in one 


* Read at the Nineteenth Annual Meeting of the New York and 
New England Association of Railway Surgeons. 


case the muscle was completely ruptured. A de- 
generation of a nerve is not impossible after a 
severe contusion, although it is rare; but such 
paralysis as follows in the deltoid from injury of 
the circumflex nerve is well known to all of us, and 
here may occur atrophy, and more or less perma- 
nent loss of muscle power; should the bones suffer 
from direct contusion, they usually respond to 
treatment, but in some instances inflammatory con- 
ditions arise, and necrosis may follow. I shall 
dwell for a moment on the spinal conditions seen 
in severe back injuries, which I mentioned in speak- 
ing of the lumbar and sacral regions. 

The term concussion is only a convenient name, 
as applied to spinal injuries, for when we remember 
that the cord does not entirely fill the spinal canal, 
that it is connected with it only at those places 
where the nerves pass through the intervertebral 
foramina and by the ligamentum denticulata, that 
it is closely embraced by its pia mater, that it is 
surrounded by fluid, and that the canal and its con- 
tents are protected in-the most thorough manner 
from the effects of violence transmitted through 
surrounding structures, it is evident that a trau- 
matism, which without causing some gross lesion 
would produce a condition of the cord justifying 
the use of the term “contusion,” must be of rare 
occurrence. 

However, in severe injuries of the back there 
may be produced an extradural hemorrhage, fol- 
lowed by paralysis; pain is present, usually of a 
shooting, boring character, either felt in the limbs 
or across the abdomen and over the bladder. The 
condition may simulate a fracture, especially in the 
dorso-lumbar region, but the absolute disablement, 
the complete paralyzing of the parts below the seat 
of injury, the irregularity usually found at the seat 
of a fracture will clear up the case. When the in- 
jury has been caused by a forced flexion, or bending 
of the body, as in mine or railway accidents, there 
may be more or less serious injury to the cord, 
usually hemorrhage, with motor and sensory paraly- 
sis, and while the absence of deformity makes the 
differential diagnosis from fracture more difficult, 
the improvement which usually follows in these 
cases after a few weeks will clear away the doubt, 
and gradually relieve a condition which might 
otherwise be hopeless. 


Should the paralysis occur instantly after the in- 
jury, it is pretty sure to indicate fracture, or dis- 
location, or both. If the condition comes on gradu- 
ally, it would indicate hemorrhage, and pressure. 

In the treatment of simple. injuries with only 
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slight swelling and pain, I believe rest and the ap- 
plication of cold will give excellent results. In 
those severe cases where there is a good deal of 
subcutaneous hemorrhage, with more or less 
fluctuation, the best treatment is to make a free in- 
cision, provide drainage, and apply light pressure 
by gauze and cotton dressing. 

I do not believe in washing out these cavities, 
as they will close as a rule after being drained, 
but in cases seen late, or after several days have 
elapsed, where the blood has become disorganized, 
and infection is not improbable, a thorough cleans- 
ing with warm bichloride of mercury solution, 
after incision, will give the best results. 

Should the muscles be torn, or ruptured, they 
should be carefully sutured, under strict asepsis, 
drainage provided, and the wound dressed at regu- 
lar intervals. 

The severe form of contusion, with hematoma 
and injury of subcutaneous structures, requires 
prompt surgical interference, and when seen early 
and treated according to indications this will give 
good results. 

Sloughing of the skin will occur in some cases 
where the blow, or squeeze has been severe, or 
where the vitality of the injured person is lowered 
by some previous illness. We then have to deal 
with a raw ulcerated surface, and probably infec- 
tion and pus. 

This condition requires frequent attention, care- 
ful cleansing, and the application of some stimula- 
ting preparation, such as balsam of Peru, or the 
old-time basilicon ointment, while some rely on 
various dry dressings to produce the cure. 

In contusions over the region of the kidneys, 
there is frequently inability to void urine, and 
usually a dull aching pain transmitted in some in- 
stances along the ureter. 

A catheter should always be passed in these 
cases, and the appearance of blood in the urine 
will show the effect of the traumatism. This will 
clear up, as a rule, in a few days under treatment, 
unless the substance of the kidney has been seriously 
affected, when the classic signs of hemorrhage and 
shock will indicate at once the gravity of the case, 
which then demands immediate operation, with a 
most guarded prognosis. It is hardly necessary 
to say that such a condition is rare in an ordinary 
contusion, but occurs when a man is caught be- 
tween a car and prop in the mines, or a direct 
squeeze in which the abdomen is involved and other 
viscera are injured at the same time. 

The treatment of those cases in which the spine 


or cord is affected will often require time and 
watchfulness. The already bruised skin, or sub- 
cutaneous tissues, renders the field ripe for develop- 
ing bed sores, and there is nothing that is more 
annoying, and often more obstinate than these 
usually preventable affairs. Pressure should be re- 
lieved as much as possible by the free use of cotton 
rubber rings or air cushion, the skin being bathed 
with alcohol and alum, and then dusted with stea- 
rate of zinc, boric acid, or some other dusting 
powder. When paralysis is present, the secretions 
should be maintained by proper medication. Cystitis 
is one of the complications that is often seen, but 
proper care in the use of the catheter, the treat- 
ment of the urine by the administration of some 
formalin-liberating drug, the use of salol, or the 
alkaline salts, all tend toward preventing this very 
troublesome condition. 


Hemorrhage, into the cord, or outside the cord, 
will mean weeks of care and suspense. Bleeding 
inside the cord, however, is associated with very. 
severe taumatism, and the paralysis is developed so 
rapidly that the diagnosis is not difficult, especially 
when incontinence, pain in the back, and the girdle 


pain appears. 


A case of this sort might justify an operation, 
especially if the lesion is low down, and in any 
case the lower the lesion the better the prognosis, 
whether operated upon or not. 

Meningitis may develop, and is a serious compli- 
cation. The medical treatment is similar to that 
already mentioned—care of the secretions and the 
prevention of bed sores. The patient’s general 
health should be maintained by nourishing food and 
tonic treatment. Massage and electricity are of 
value in keeping the muscular circulation in good 
order. 

To summarize this somewhat rambling discourse: 

In simple contusions of soft parts, we should pro- 
mote the absorption of extravasated blood by cold, 
elevation, and pressure; but if at all extensive, or 
with marked fluctuation, immediate incision, under 
aseptic conditions, will give the best results. 

Rest is of paramount importance. Massage of 
contused parts, such as the elbow, shoulder, knee, 
ankle and hip, is of great value after the acute 
stage is past. 

Lead and opium, arnica, alcohol, and sublimate 
applications are all used more or less, and no doubt 
with benefit. 

In severe injury involving not only the skin, but 
the muscles beneath, and possibly the bony struc- 
tures as well, the best management is thorough’ ex- 
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amination under anesthesia, and treating the case 
as indicated—careful cleansing, suturing of any 
torn muscles, and provision for drainage. Where 
sloughing occurs—and it will in many instances— 
the area should be well protected, and treated as 
any other granulating surface. 

In regard to the spine, any injury must be very 
severe to involve its contents, and must be re- 
garded as serious; it will require time for repair, or 
improvement, and must be treated largely symptom- 
atically. The prognosis should be guarded atall times. 


Tue Dtacnosis oF Peptic ULCER. 

Apart from acute symptoms indicating perfora- 
tion and calling for immediate operation, the signs 
and symptoms pointing to ulcreation of the stom- 
ach are notoriously equivocal and uncertain. They 
practically resolve themselves into three—viz., pain 
with or without tenderness, vomiting after food, 
and hematemesis or melena. Where this triad of 
symptoms is present a provisional diagnosis of pep- 
tic ulcer is justified, and the absence of one or other 
of the three by no means excludes it. In the ner- 
vous type of patient, however, pain, unless very 
severe, is obviously an untrustworthy guide, and 
no one can fully gauge the extent of another's suf- 
fering. Vomiting also is not uncommon without 
ulcer, especially in chlorotic girls of nervous tem- 
perament. The vomiting of blood or the passage 
of melena seems to offer more solid ground for a 
diagnosis. Still even here certainty is not easy to 
attain. Blood may be vomited, or appear to be 
vomited, when the source of bleeding is not in the 
stomach. Young women sometimes have a prac- 
tice of sucking their gums at night, and, especially 
if carious stumps are present, blood flows, is swal- 
lowed, and is subsequently vomited. I always sus- 
pect this source of the bleeding if I am told that it 
has occurred in the morning before breakfast. 
Blood from the naso-pharynx also may be swal- 
lowed and then vomited—T. R. BrapsHaw in the 
Lancet. 

Nitrous OxipE 1n AcuTE ABDOMINAL SURGERY. 
In the acute surgical infections, especially of the 
abdomen, one should guard against any further 
lowering of the immunity of the patient, and fur- 
ther injury of the brain cells. This is, perhaps, best 
accomplished by giving nitrous oxide instead of 
ether because of the specific damage of ether to 
immunity and because of our clinical evidence that 
nitrous oxide produces no such damage, and by a 
minimum trauma as so strongly urged by Murphy. 
—G. W. Crite in the British Medical Journal. 


LOCAL ANESTHESIA. 
ARTHUR E. HErTzLer, M.D., 
KANSAS CITY, MO. 

(Continued from the November number.) 
CIRCUMCISION. 

The removal of the redundant foreskin is the 
operation which furnishes usually the first lesson 
for the beginner in local anesthesia. Simple as the 
operation is, certain principles must be followed 
in order to secure satisfactory results. As else- 
where the neural anatomy should be considered. 
The penis is supplied by the dorsalis penis which 
enters on its dorsal aspect and sends branches over 
the surface of the organ, supplying the skin as well 
as the mucous surface of the prepuce. The usual 


~ 


Fig. 2, 


error in operations upon the prepuce is that the 
skin alone is anesthetized while the mucous sur- 
face is neglected. This results in severe pain when 
the latter is cut. The following operation which in- 
filtrates the two surfaces separately obviates the 
danger of overlooking any portion of either. 

The skin is infiltrated a short distance behind the 
corona glandis (Fig. 1), in its entire circumference, 
making the injection in the subpapillary layer as 
nearly as this is possible in the thin skin, Usually 
some of the fluid escapes in the subcutaneous tis- 
sue. The foreskin is then retracted exposing the 
glans in its entirety (Fig. 2). A second line of in- 
filtration is injected just proximal to the corona 
(b, Fig. 2). This layer represents the mucous layer 
of the foreskin. As in the preceding some of the 
fluid escapes into the subcutaneous tissue. The 
frenulum should be injected in order that this may 
be removed according to the method of Lespinesse. 
This second line having been infiltrated the fore- 
skin is returned to its natural position and the skin 
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incised in the line of the first injection (Fig. 3); 
cutting through the skin only. The skin is then 
rapidly clipped from the subcutaneous tissue until 
the skin and mucous layers are separated (Fig. 4). 
This being done the mucous layer is cut through a 
quarter of an inch from its attachment to the 


ARIE 


Fig. 5. 
corona (Fig. 4). Any bleeding points should be 
picked up and ligated. The edges remaining are 
united by closely placed interrupted sutures (Fig. 
5). 

When operating with quinine no constrictor is 
used which is less likely to be followed by unpleas- 
ant late oozing since any points disposed to ooze do 
so at the time the vessels are cut. If cocaine is 


used a constrictor is placed about the root of the 
penis by some operators, but if the weak solutions 
only are employed this precaution is not necessary 
and the constrictor is objectionable because of the 
pain it causes. 

It has been recently proposed to block the nerves 
at the root of the penis. This seems feasible 
though we have had no experience with the method. 
This method of blocking may be used for amputa- 
tions of the penis for other than malignant con- 
ditions. 

(To be continued.) 


ACUTE ANGULATION AND FLEXURE 
OF THE SIGMOID A CAUSATIVE FAC- 
TOR IN EPILEPSY. PRELIMINARY 
REPORT OF THIRTY-ONE CASES.* 

W. H. Axtetrt, A.M.,M.D. 
BELLINGHAM, WASH. 

All the authorities I have been able to consult 
mention intestinal toxemia and constipation as 
direct causes of idiopathic and peripheral epilepsy, 
but none mentions acute angulation or flexure of 
the sigmoid as a factor in its production. James 
P. Tuttle, of New York, reported a case of in- 
sanity cured by the relief of angulation of the 
bowel, and the consequent constipation, but he 
mentions no such condition in epilepsy. 

From my experience in the examination of thirty- 
one cases of epilepsy, I am convinced that con- 
stipation and intestinal toxemia are minor factors 
in causing epilepsy. ‘The best proof that constipa- 
tion was not a contributing cause in these cases is 


‘that the constipation persisted long after the ulcera- 


tion, irritation and angulations were relieved, and 
yet the convulsions ceased. In other words, if con- 
stipation and toxemia are present they are them- 
selves due directly to the real cause or source of 
irritation, viz: the acute angulation or flexure. 

In February, 1910, I reported to the Skagit 
County Medical Society sixty-seven cases of ob- 
stinate and persistent constipation examined and 
treated by the sigmoidoscope. Forty-three, or 64 
per cent., of these had acute flexure at the recto- 
sigmoidal juncture. Of these forty-three cases, 
eight had epilepsy. A remarkable fact was that 
this condition should be present in every one of the 
epileptics. Another remarkable feature was that 
the prolapsed loop of the sigmoid was inordinately 
impacted in every instance. 

General History. Of the eight cases six were 


males, two females; convulsions began eight years 


*Read before the Washington State Medical Associati 
Bellingham, Wash., July 27-29,"1910. Ica ssociation at 
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before in one; ten years in one; fourteen years in 
one; four years in one; twelve years in two; time 
not recorded in two. 

Specific History. All the cases had acute angu- 
lation of a severe type (Fig. a); all had impac- 
tion of the sigmoid of an inordinate character. 

The Cecum in every case was enlarged and tym- 
panitic (Fig. c). In all, the rectal mucous mem- 
brane was inflamed and the veins were more or less 
engorged. 

One patient had a large ulcer just below the angu- 
lation; two had adhesions of the impacted and pro- 
lapsed loop of the sigmoid (Fig. b); three had, 
in addition to the angulations, a thickening of the 
bowel wall at the point of flexure and an invagina- 
tion of the mucous membrane to a greater or less 
degree; two had retroverted uteri, one of which 
was adherent from an attack of pelvic peritonitis. 
(Fig. b.) 

RESULTS. 


Of the three who persisted in the treatment for 
the correction of the angulation and other conse- 
quent irritations, one has remained free from con- 
vulsions fifteen months, whereas before he aver- 
aged four to six seizures a month for eight years. 
He had had six the day before I first saw him. He 
had a large rectal ulcer. One, who had had nightly 
a severe convulsion, and a light daily one for ten 
years, has had only three nocturnal seizures and six 
or eight daily ones for twelve months and none the 
past nine months. One, who averaged twelve to 
eighteen attacks during the year for the past four- 
teen years even while “drinking bromides,” since 
taking rectal treatment has had but one light arm 
jerk in four months; he had ceased rectal treat- 
ment four weeks previously. Examination re- 
vealed a return of the angulation and consequent 
impaction. It is now six weeks since renewing rec- 
tal treatment, with no return of convulsions. Four 
of the remaining cases were greatly improved and 
the number and severity of the attacks much les- 
sened while receiving treatment. The treatment 
was taken spasmodically. In each instance of the 
return of convulsions, examination revealed a re- 
turn of the acute angulation. 

The remaining case received no benefit. Opera- 
tion for the adherent retroverted uterus was ad- 
vised but refused. 

, In order to extend the field of observation, Dr. 
A. P. Calhoun, Superintendent of the Western Hos- 
pital for the Insane at Fort Steilacoom, very court- 
eously granted me the privilege of examining the 
epileptics confined within the institution. With the 


cooperation of Dr. Calhoun, and the willing assist- 
ance of Dr. Snoke, Dr. Doughty and Dr. Wilts, as- 
sistants there, we thoroughly examined twenty- 
three cases, seven of which were women and six- 
teen men. These were not selected cases but were 
examined regardless of the kind or classification 
of epilepsy or the severity or number of convul- 
sions. 
GENERAL History. 


The remarkable feature developed in these ex- 
aminations was that the same condition, in vary- 
ing degrees, was prevalent in every instance. In 
three cases the impaction of the colon could not be 


Modified m Tuttle) @) Aeute 
flex ure, juncture j ( 
Adhesions - sigmoid to rectum ;(c) Note, 

dilatation of cecum.) 


reached, but in each of them there was an engorge- 
ment and such an enlargement of the lower veins 
of the bowel as to convince me that the impaction 
existed but was beyond the limit of the examining 
instrument. Of the twenty-three cases examined the 
angulation in each case was such that it was with 
difficulty that the sigmoidoscope could be intro- 
duced through or beyond the point of flexure. 
Another remarkable feature was the fact that, with 
but two exceptions, there was not a case of 
hemorrhoids, and these two were chronic. 


Speciric History. 
Of the twenty-three cases there were eleven with 
more or less ulceration of the rectum together with 
a varicosity of the hemorrhoidal vein. Six cases 
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had invagination of the sigmoid into the rectum, 
one of which had six inches of invagination. With 
but one exception there was more or less thicken- 


ing and narrowing of the caliber at the point of 


angulation. 

The cecum was enlarged and tympanitic except 
in the three cases above mentioned. (Fig. 2, c). 
In these exceptions the degree of impaction was 
not so pronounced, and probably the angulation not 
so acute. Two of the patients had convulsions, 
one of them during the examination of the irritated 
bowel, and the other immediately following the ex- 
amination. While this might not be significant, yet 
in one of these cases the patient could almost ac- 
curately say when the convulsion was coming, and 
none was due at that time. 

Of the whole series of thirty-one cases, I found 
the history of constipation in all and the necessity 
of taking purges and enemas. All were gormandi- 
zers, all complained of gaseous distress, all com- 
plained, no matter what the bowel movement might 
be, that there always remained a feeling as if more 
was to come away, and the more effort exerted the 
worse the condition felt. 


SUMMARY. 


_ Having found these conditions so generally 
prevalent in these unfortunates, I am convinced 
that they necessarily play an important role in the 
causation of epilepsy. 

We have only to call to mind how nearly insane 
a simple pruritus ani will drive a patient, to arrive 
at the conclusion that the relief of these gross les- 
ions certainly will at least mitigate the convulsive 
seizures. 

The results obtained in the eight cases, and find- 
ing the same condition so generally present in all 
the other cases, justify me in the belief that a new 
field in the causation of epilepsy is opened, and that 
where treatment is rigidly enforced many cases will 
be relieved of the dreadful malady. 

I hope soon in conjunction with Dr. Calhoun 
and his assistants to report the end-results of the 
treatment of the twenty-three cases examined in 
the institution. 


Gastric LAVAGE IN CHOLELITHIASIS. 

Lavage of the stomach is one of the best methods 
by which to overcome recurrent vomiting, so annoy- 
ing, and, in some cases, so threatening to the pa- 
tient’s life. Lavage at times will stop biliary colic 
as well as morphine, and it is the best of methods 
in treating gastritis, atony and dilatation—R. F. 
CHASE, in the Boston Medical and Surgical Journal. 


A PRACTICAL SYRINGE FOR INTRA- 
MUSCULAR INJECTIONS. 


Victor C. Peperson, A.M., M.D., 
NEW YORK. 


The syringe, here illustrated, has proven of 
great value in my hands for intramuscular injec- 
tions. Its advantages are as follows: 

The large thumbpiece on the plunger acts as a 
pedestal or base upon which the syringe will stand, 
needle up, while the patient is being prepared. 
This is a much better arrangement than laying the 
syringe down which involves the likelihood of 
having the needle become contaminated. The 
shaft of the plunger is heavily and distinctly 
graduated into ten equal subdivisions, each repre- 
senting a tenth-part of a cubic centimeter, which is 
the total capacity of the syringe. The plunger of 
the piston is of generous size, and made of as- 
bestos. It may be expanded or contracted by seat- 


A, pedestal thumbpiece. 

B, heavy, distinctly graduated shaft of plunger. 
C, large asbestos plunger. 

D, spurs for feeding plunger. 

E, rather small fenestra for exposing glass barrel. 
F, heavy finger rests. 


ing the two spurs below it into corresponding 
slots at the base of the syringe; thus the plunger 
may always be kept fluid-tight. 

The balance of the syringe speaks for itself, ex- 
cepting the fact that the glass barrel is made heav- 
ier than that of most syringes in order to avoid 
breakage so far as possible. With the same pur- 
pose also the fenestra in the metal barrel is com- 
paratively small, the graduations on the shaft of 
the plunger taking the place of those usually put 
upon the glass barrel. The finger rests are stout, 
and will not bend under ordinary pressure. 

I believe that this stout, practical little instru- 
ment will be found of great value to those desiring 
such an instrument. For its manufacture I am in- 
debted to the Frank S. Betz Company, Hammond, 
Indiana. 
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SURGICAL AFTER-TREATMENT. 

The operative treatment of surgical diseases has 
attained to so high a degree of success and receives 
so much attention from the surgeon that interest is 
concentrated upon it often at the expense of the 
after-treatment. Surgeons are busy men, and too 
often prone to relax their therapeutic zeal after the 
patient has been operated upon. 

There are surgeons who do follow the patient 
when he leaves the operating room. There are 
many who do not. There are some who place the 
after-treatment in the hands of assistants who are 
more skilful in its administration than they. But 
there are comparatively few surgeons whose ‘pa- 
‘tients receive the ‘best possible treatment following 
their operations. It is the weak point in our mod- 
ern surgery. 

In the earlier days the surgeon operated infre- 
quently, but when he did his interest in the patient 
and in the outcome of the operation amounted to 
more than zeal—it was devotion. He sat by the 
bedside and watched. He thought intently, and ap- 
plied his remedies with precision. We love to think 
of McDowell sitting by the side of his women, 
watching and waiting, after the operations which 
were to carry his fame around the world. It 
is one of the precious heritages that have come 
down to us from the past—this devotion of the older 
surgeons to their patients after the knife had done 
its work. It is true that their resources were 


meagre and -their results -were pitiful when com- 
pared with the present possibilities; and: it was 
necessary that they should rely upon themselves be- 


‘cause of the dearth of help. offered either by the 


literature or by human assistants. All of these 
things made it necessary that they should devote 
their time and. best thought to the after-care of the 
patient. But it produced results. The patient profit- 
ed by it somewhat, but the surgeon more. His 
vigil made a better man and a better surgeon of 

How is it now? The history noted and the pre- 
liminary examination made, the surgeon operates, 
and the routine system takes care of the patient 
afterwards. But the routine system lacks bowels. 
It rarely has an individual behind it. One house 
surgeon passes along to the next the treatment 
alamode. This treatment is machine made. Every- 
one gets the same dose. The surgeon can keep 
in touch with it by telephone. It is automatic. It is 
largely tradition, tinctured by temporary caprice. 
It gives results such as the past never dreamed of. 
So does the modern combination in commerce and 
industry. But it lacks just that touch of :individual 
human responsibility and compassion that would 
make it blessed. 

In a great European clinic, where there i is a mul- 
tiplicity of assistants of extraordinary ability, the 


operating room technic has been worked out to 


such perfection that the chief surgeon is absolved 
from responsibility even there. The diagnosis is 


‘made, the operation determined upon, and every- 


thing is ready preliminary to operating. So per- 


fectly surrounded by precautions is the patient, as 


he lies on the table, that nothing untoward can 
break through the barriers of asepsis. Even the 
operator can scarcely harm him. The great sur- 
geon enters, never having seen the patient before, 
takes his knife in hand, makes the necessary in- 
cision, and passes out, never to see the patient again. 
This is what may be called surgery eviscerated of 
compassion. 

It is not difficult to conceive of surgery done 
under more ideal conditions. Such would be found 
where the surgeon himself is supreme in diagnosis, 
in treatment, and in the after-care. This does not 
mean that he shall not have highly skilled assistants, 
but it does mean that what they do shall be under 
his immediate supervision and with his knowledge 
in each individual case. He himself shall have a 
personal, first-hand knowledge of the patient. The 
patient shall be personally known by the surgeon, 
not merely as to his pylorus or his appendix or his 
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prostate, but the whole living thing—the individual. 
The surgeon shall have looked into his face and 
heard his voice. And then having operated, the 
surgeon shall have the same personal responsibility 
in the after-care. He shall conduct it not by rule 
or rote but with reference to that one individual. 
Such surgery is not consistent with the large 
amount of work done by many surgeons, it is doubt- 
ful if it is as easy—this increasing one’s sense of 
personal responsibility; but it is better for the pa- 
tient. The interest of the patient, not that of the 
operator, is the aim of good surgery. J. P. W. 


SANATORIA FOR SURGICAL TUBERCU- 
LOSIS. 

In the past five years we have repeatedly urged 
in these columns the importance of outdoor (cli- 
matic and hygienic) treatment in cases of surgical 
tuberculosis, as an adjuvant to, or often even as a 
substitute for, operative therapy. Whether or not 
the principle has been recognized, little has been 
done towards its application.. In the universal cam- 
paign against pulmonary tuberculosis rational pro- 
vision for cases of extra-pulmonary forms of the 
disease has been largely overlooked—or postponed. 

The tenements of our large cities abound in 
those afflicted with skeletal, glandular, dermal or 
genito-urinary tuberculosis. They have no resort 
but the dispensary and the general or orthopedic 
hospital. Discharged therefrom after a more or 
less brief sojourn with the local lesion unrelieved, 
mended or removed, they are obliged to return to 
their unsanitary homes to take their chances of 
recovery against the overwhelming odds of bad air 
and bad food. How many of these patients dis- 
charged from the hospital “cured,” but pasty, ane- 
mic, weak, speedily recover their strength and be- 
come and continue, indeed, “well”? How many 
relapse or develop a preventable focus in some other 
part of the body and succumb to chronic invalidism 
or death? 

Surgical forms of tuberculosis are, for the most 
part, curable by surgical means and the cure is 
often permanent among those who live in suitable 
environment. Clearly, then, that the cure shall be 
permanent we must treat the patient’s diathesis and 
habitus as well as his infection. That this can, and 
should be, done for our afflicted poor by the es- 
tablishment of country sanatoria has been demon- 
strated by individual experiences and by the 
achievements of such ifistitutions as the Sea Breeze 
Hospital and the small State Hospital for Cripples, 
in New York. 

Humanitarian arguments quite aside, would it 
not be an economy to the State to maintain institu- 


tions that will save lives and obviate years of de- 
pendency? We bespeak the earnest attention of 
legislators and philanthropists to this great need. 
—W. M. B. 


Editorial Announcement 


SPECIAL SOUTHERN NUMBER. 


As previously announced, the Special Southern 
Number of the AMERICAN JOURNAL OF SURGERY 
will be published in January, 1911. We trust that 
our readers will be as pleased as we are ourselves 
in noting the excellent character of the contribu- 
tions and the professional ability of the contribu- 
tors. Some of the articles to appear in this issue 
are given here: “Pyuria,’ Howard A. Kelly, 
M.D., Baltimore, Md.; “Transfusion of the Blood, 
Its Indication and Technic,” J. Shelton Horsley, 
M.D., Richmond, Va.; “Tumors of the Lower Jaw; 
the Form Most Frequently Found in the Negro,” 
Willis F, Westmoreland, M.D., Atlanta, Ga.; “Py- 
lorospasm,” Stuart McGuire, M.D., Richmond, Va. ; 
“Prevention of Immediate Post-Operative Pain by 
Quinine Injections,” V. and V. W. Pleth, Seguin, 
Texas; “The Importance of Educating the Public 
in Regard to Cancer,” Southgate Leigh, M.D. 
Norfolk, Va.; “Aerogenes Infections,” George R. 
White, M.D., Richmond, Va.; “Stricture of the 
Rectum, Complicating Fistulae,” C. S. Venable, 
M.D., San Antonio, Texas ; “Gastric Symptoms 
from a Surgical Viewpoint,” Louis Frank, M.D., 
of Louisville, Ky.; Edgar D. Capps, M.D., of Ft. 
Worth, Texas, and H. Berlin, M.D., of ’Chatta- 
nooga,.Tenn., ‘will also contribute original articles 
to this Southern Number. 


Surgical Suggestions 


When the appendix is so placed that its tip is not 
readily delivered the “retrograde” removal of the 
organ is often the simplest and safest method. 


A: malarial seizure accompanied by vomiting and 
abdominal pain may simulate appendicitis, chole- 
cystitis, or other acute intraabdominal lesion. A 
leucocytosis even of 20,000, does not gainsay the 
malarial diagnosis. 


The injection through a ureter catheter of sterile 
olive oil against or, preferably, behind a small 
stone lodged in the ureter very often determines 
its expulsion into the bladder. 


When dressing a freely suppurating wound of one 
of the extremities it is much better to apply the 
gauze in flat pads than in circularc turns. Soiled 
gauze wound about an extremity cannot well be 
removed in a cleanly fashion; and, too, circular 
turns tend, by spreading the pus over the skin, to 
set up a pustular dermatitis. 
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SocroLocy. December, 1910. 


Surgical Sociology 


Ira S. Wile, M.D. 
Department Editor. 


In the middle of August, Paris was treated to 
the weird sight of an industrial parade intended to 
demonstrate the neglect of a law that had been in- 
tended to protect saw-mill employees from mutila- 
tion. Every man who marched bore evidence of 
the power of an unprotected revolving saw. Each 
parader had suffered the loss or mutilation of the 
upper extremity. Needless to say the public was 
aroused, but the damage was done and saws were 
still buzzing. 

No type of industry could be better chosen to 
show the necessity of protective measures designed 
to save employees injury than the woodworking in- 
dustry. Rip saws, wood planers, wood shapers 
cause as many injuries as any other forms of ma- 
chine, considering the number of men using these 
particular machines. Insurance companies have 
long ago recognized this fact and the premiums for 
workers in this hazardous industry, as in the saw- 
mills, are almost the highest in accident insurance 
tables. 

In New York State from 1901 to 1905, saws, 
planes and lathes caused 4.2 per cent. of the fatal 
accidents and 8.9 pér cent. of the non-fatal acci- 
dents. There were in all 3,436 accidents from 
these three causes—a larger number than arose 
from any other cause except the general non-ma- 
chine handling of merchandise. 

In the United States from 1889 to 1903 there 
were 15,868 accidents, or one accident for every 
16.27 persons employed, in the woodworking in- 
dustries. The fatality rate among accidents from 
this industry is fortunately not high. In the lum- 
ber industry in New York State for 1901 to 1905 
only 3.8 per cent. of the accidents were fatal, but 
38.6 per cent. of the accidents resulted in perma- 
nent disability. In England and Wales, 1900 to 
1903, the rate of death from accident among saw- 
yers was only 5.6 per cent. 

The reports from the State of Washington show 
the accident risk in the lumbering industry to be 
as follows: fatal, 1.59 per 1,000; slight, 101.18 per 
1,000. 

Protective devices must be installed to protect 
the woodworkers. 

Surgery does not work wonders after the saw 
has ripped. It is far safer to have appendicitis 
than to be a woodworker! 


Henri Dunant died at Geneva, Switzerland, Oc- 
tober 30, 1910. Requiescat in pace—his life was 
given to the cause of peaceful war. 

_ When Grotius in the seventeenth century wrote 
his historic De Jure Belli et Pacis, the theoretic 
basis of international law was born. For years his 
book gained individual adherents until the moral 
effects of his writings began to penetrate the inner 


places of polemic legislation. During the middle 
of the nineteenth century governments gave unoffi- 
cial recognition to the rationality of an interna- 
tional code during times of war. War was at last 
recognized as a means and not an end. 

Henri Dunant witnessed the bloody battle of 
Solferino and was aroused at the neglect of the 
wounded and their uncalled-for suffering. Upon 
his return to Geneva he began a campaign of edu- 
cation that resulted in 1863 in the first conference 
under the auspices of The Swiss Federation to con- 
sider measures for the lessening the hardships of 
combatants, for succoring the wounded, and for 
the protection of neutrals and non-combatants. On 
August 22, 1864, the Conference of Geneva was 
held, and at it was promulgated the celebrated Ge- 
neva Convention, which marked the first harmoni- 
ous governmental action in the interests of a com- 
mon thought that recognized the principle that sol- 
diers do not war, but merely governments. Within. 
a few months the Geneva Convention was ratified 
by the official representatives of France, Belgium, 
Italy, Norway and Sweden, Baden, Prussia, Wur- 
temberg, Portugal, Switzerland, Spain, Denmark, 
and Netherlands. Thus was born the International 
Red Cross Society that was to “enable war to make 
war upon itself” and “oppose the arms of humanity 
to the arms of violence.” 

Thirty-one countries signed the Geneva Conven- 
tion before the United States, after the prolonged 
efforts of Miss Clara Barton, ratified the action dur- 
ing the administration of President Hayes, March 
16, 1882. 

The protection to-day enjoyed by hospitals and 
medical corps during the stress of conflict was guar- 
anteed by the wisdom and humanitarian counsels of 
Henri Dunant, among the first to recognize that 
“Were half the power that fills the world with 

terror, 
Were half the wealth bestowed on camps and 
courts 
Given to redeem the human mind from error, 
There were no need of arsenals or forts.” 


The sixth annual convention of the American 
Civic Association is to be held at Washington, D. C., 
on December 14, 15, and 16, 1910. No organiza- 
tion is more entitled to the support of the average 
citizen than the American Civic Association. Its 
chief interest lies in the bettering of the health ot 
the city as it may be accomplished along with the 
various movements for the beautification of cities. 
Civic improvement is its watchword. 

Water supply, sewage disposal, elimination of 
pernicious insects, are as much a part of its daily 
thought as is the problem of public comfort sta- 
tions, public nuisances, factory regulation, outdoor 
art, or rural improvement. City planning is ap- 
preciated as involving esthetics, utility, and hy- 
giene. As a factor in conserving the public health, 
in seeking to eliminate the dangerous factors in 
town and city life, the association merits the active 
co-operation and support of all thinking citizens, 
and does this not include the surgical fraternity ? 
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Book Reviews 


Traité Chirurgical d’Urologie. Par Fetix Lecueu, Pro- 
fesseur agrégé a la Faculté de Médecine de Paris, 
Chirurgien de I’hépital Laénnec. Large octavo; 1,382 
pages; 708 illustrations (45 in colors). Paris: Fetrx 
ALCAN, I9QI0. 

By this and by Albarran’s recent work the French have 
added two masterly works to the literature of urologic 
surgery. 

Legueu’s work is in the proper sense of the word a treatise 
—voluminous, complete, detailed. It includes so many ref- 
erences to recent articles of even secondary importance 
that it clearly endeavors to present the experiences and 
methods of urologists of other countries as well as those 
of Legueu and his preceptor, Guyon. Indeed, tiie thorough- 
ness with which the author seems to have culled the 
French, American, English, German and Italian literature 
might serve as an example to authors in other European 
countries. 

Two features, in addition to its thoroughness and com- 
pleteness, characterize this treatise: the broad clinical and 
pathological concepts on which it is based and the exact- 
ness, from the diagnostic side, in which it is executed. 
Legueu bases his classification not on visceral divisions 
(kidney, ureter, bladder, etc.), but on morbid processes. 
Thus, under tuberculosis he describes successively tuber- 
culosis of the kidney, of the ureter, of the bladder, etc. 
Bacterwuria, cystitis, pyelonephritis follow each other. Rup- 
tures of the bladder follows ruptures of the posterior 
urethra. Foreign bodies in the urethra and in the bladder 
are studied under the same division. All the forms of 
urinary fistula are grouped in the division on acquired de- 
formities. Pyuria is considered separately as a symptom 
and its causes are discussed diagnostically; likewise anuria, 
pollakiuria, etc. 

The numerous original illustrations are all excellent and 
clearly show the diagnostic procedures, operative steps, dis- 
ease processes, etc., described. 

It is interesting to note in Legueu’s discussion of nephro- 
lithotomy vs. pyelotomy that, while he has receded very 
much from his original stand (which largely swayed sur- 
geons for several years in favor of nephrotomy), he credits 
skiagraphy with making pyelotomy for stone a satisfactory 
procedure and that he still inclines to what he considers 
the advantages of nephrotomy, especially when exploration 
for calculi in the pelvis is necessary. 

This. treatise makes very interesting reading. Its style 
is so clear that those having but moderate familiarity with 
French will, we believe, be able to read the work with little 
or no difficulty. 


Lippincott’s New Medical Dictionary. A Vocabulary 
of the Terms Used in Medicine and the Allied Sciences, 
with Their Pronunciation, Etymology and Signification, 
Including Much Collateral Information of a Descrip- 
tive and Encyclopaedic Character. By Henry W. 
Catrett, A. M. (Laf.), M. D., (U. of P.), Editor of 
International Clinics, etc. Octavo; 1,108 pages; nu- 
merous illustrations. Philadelphia and London: J. B. 
Lippincott Co., In flexible leather, with thumb 
index, $5.00. 


Cattell has produced an admirable work. We believe it 
to be the most complete medical dictionary in English— 
certainly among volumes of convenient size. Equally im- 
portant, it is extremely practical in its plan and arrange- 
ment. It is rich in eponymic, anatomic, pharmaceutic and 
chemical terms and in biographic references. Space for 
most of the newer words in medicine and its allied sciences 
has been made by sensible condensations, by the omission 
of the self-evident definitions of derivative words, etc. 
The cross-references, extremely numerous, have been ex- 
cellently planned, and the typography and punctuation 
make references, derivations, synonyms, definitions, etc., 
so clear that little more could be desired. 


Altogether, we commend this as a useful, up-to-date and 
complete dictionary, no less practical for the undergradu- 
ate — than for the practitioner or the laboratory 
worker. 


Never Told Tales. By Ww. J. Rosrnson, M. D., Editor 
of the American Journal of Neurology, The Medical 
Review of Reviews, The Critic and Guide and Thera- 
peutic Medicine, etc., etc. Duodecimo,, 155 pages. 
Third Edition. Tue AttrrurIANs, 12 Mount Morris 
Park West, New York, 1910. 

The volume contains seven stories, ostensibly of events 
occurring in the author’s practice, in which various mani- 
festations and consequences of venereal infections are 
recounted. Though somewhat crudely written, the moral 
of each tale is forcefully brought out. For lay instruc- 
tion in the ravages of the sexual evil, a work of this 
character is more valuable than a matter-of-fact treatise. 
We suggest that in subsequent editions words that are 
intelligible only to medical men be reduced to the terms 
of the lay mind. 


Nouveau Traité De Chirurgie. A. Le Dentu er Pierre 
Dewpet. XXVII. Maladies Chirurgicales du Foie 
et des Voies. Biliaires. Par J.-L. Faure, Profes- 
seur agrégé a la Faculté de Medicines de Paris, Chi- 
rurgien des Hopitaux, et G. Laney, Chirurgien des 
Hopitaux de Paris. Octavo; 307 pages; 39 illustra- 
tions. Paris: J. B. Bamurere er Fits, 1910. 

This volume treats seriatim the various diseases of the 
liver and bile passages—trauma, infective lesions, cirrhosis, 
non-bacterial parasites, tumors of the gall-bladder, nutri- 
tive lesions, stone, ptosis, etc., etc. The chapter on hydatid 
cysts is particularly complete. The operation of choice 
recommended in biliary calculi is cystectomy with drain- 
age. The concluding chapters deal with operative technic. 
This volume will be found complete and modern. 


7oo Diagnostisch-Therapeutische Ratschlage fiir die 
Chirurgische Praxis. Von Watter M. BricKNER, 
B.S., M.D., Chirurg am Mount Sinai Hospital, Chef- 
arzt der chirurg. Poliklinik, Redakteur des AMERICAN 
JournaL or Surcery; Moscucowirz, A.B., M.D., 
Pathologe des Beth Israel Hospitals; Harotp M. 
Hays, M.A., M.D,. Chirurg am N. Y. Eye und Ear 
Infirmary. Deutsche Uebersetzung nach der 3ten 
amerikanischen Auflage, von Dr. Ernst SCHUMANN, 
zweiter Arzt der chirurgischen Abteilung am Kranken- 
haus Dresden-Johannstadt. IV; 150 Seite. Leipzig: 
JoHANN AmpBrosius BarTH, 1910. 4 Marks. 


Schiimann has admirably translated the 700 terse, para- 
graphic hints which proved so popular among the Ameri- 
can profession under the shorter English title of “Sur- 
gical Suggestions.” The German edition follows the ar- 
rangement and typographic style of the original. 


Books Received 


A Text-Book on the Therapeutic Action of Light: In- 
cluding the Rho Rays, Solar and Violet Rays, Elec- 
tric Arc Light, the Light Cabinet. By Garypon 
Eucene Rocers, M. D., formerly Demonstrator of 
Anatomy in the University of New York City, with 
original illustrations. PusLisHED BY THE AUTHOR, 
I9I0. 


Duodenal Ulcer. By B. G. A. Moynrnan, MS. (Lond.), 
FR.C.S., Leeds. Octavo; 379 pages; illustrated. 
Philadelphia and London: W. B. Saunpers Co., 1910. 
Cloth, $4, net; half morocco, $5.50, net. 


Twenty-third Annual Report of the State Board of 
Health of the State of Ohio for the Year End- 
ing December 31st, 1908. 
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A Résumé of Recent Literature. 


Gastro-Jejunal and Jejunal Ulceration Following Gas- 
tro-Enterostomy. . P. D. Wikre, Edinburgh, 
Edinburgh Medical Journal, October, 1910. 

The author describes three cases of this malady, two 
of gastro-jejunal and one of jejunal ulceration. The 
gastro-enterostomy was done in all three cases for cica- 
-tricial contraction of the pylorus. There was a recurrence 
of gastric symptoms, in one case a few weeks after the 
gastro-enterostomy, in the others two years after. These 
-facts accord in many particulars with the observations of 
others upon jejunal ulcers after gastro-enterostomy, which 
.the author summarizes as follows: 

1. Two types of jejunal ulceration must be distin- 
guished, the one—gastro-jejunal—in which the ulceration 
occurs at the site of the anastomosis; the other—true 
jejunal ulceration—in which one or more ulcers form in 
the jejunum at some distance from the anastomotic 
opening. 

' 2. In the great majority of cases the ulceration has oc- 

curred at or close to the gastro-jejunal anastomosis. 

3. The ulceration may manifest itself at any period 
after the gastro-enterostomy operation, from a few weeks 
to several years. 

4. The formation of the ulcer is usually associated with 
a recurrence of the gastric symptoms, but in some cases 
symptoms of perforation have been the first evidence of the 
ulceration. 

_ 5. The tendency to perforation is apparently greater 

than in the case of gastric ulcer, and the death rate from 

such perforation is high. 

6.. In all the recorded cases the preceding gastro- 
enterostomy has been carried out for the relief of a non- 
malignant affection of the stomach or duodenum. (Key 
-has recorded one case as jejunal ulcer after. gastro-ente- 
.rostomy for gastric carcinoma, but the evidence is un- 
convincing. ) 

7. Jejunal ulceration has been met with after every 
‘variety of ‘gastro-enterostomy, but it occurs probably 
‘more frequently after an en Y type of anastomosis than 
after the simpler forms of operation. 

In the majority of cases the preceding gastric lesion 
had been associated with hyperacidity, but in not-a few 
cases there had been no excess of free acid. as 

9. The jejunal ulceration is probably caused by the 
action. of the acid gastric juice on the jejunal mucosa, 
which, under normal conditions, is exposed to an alkaline 
medium. 


The Treatment of Ascites by Drainage into the Subcu- 
taneous Tissues of the Abdomen. P. Peterson, Glas- 
gow Lancet, October 29, 1910. 


The author employs a small glass hollow bobbin, in 
size and shape something like a collar-button, which is 
passed through a small opening so that the flanges of the 
bobbin lie upon the peritoneum on the one hand and the 
subcutaneous tissue on the other. The bobbin is put in 
place through a small medium laparotomy, and the open- 
ing is made in the semi-lunar line, through a subcutaneous 
section. It is necessary to remove sufficient omentum in 
order that this organ may not obstruct the opening. The 
author, found it very useful and efficient in several cases 
of ascites, secondary to malignant disease and cirrhosis. 


The Cammidge Test in Experimental Pancreatitis and 
Other Conditions. G. H. Wuuprpte, B. S. CHAFFEE 
and R. F. Fisuer, Baltimore. Johns Hopkins Medical 
Bulletin, November, 1910. 

The authors carried out a lengthy and painstaking series 
of experiments upon dogs and came to the conclusion that 
the test is of little value in the diagnosis of acute pan- 
creatitis. In chronic pancreatitis it is of even less value 
and the reaction may be consistently absent even in ex- 


bilicus. 


treme grades of the disease. They found a positive reac- 
tion not infrequently in normal dogs and men. The 
reaction is almost constantly present in chloroform poison- 
ing, in which there is extensive liver necrosis and cell 
autolysis, and is present in pneumonia or in any condi- 
tion where there is active cell destruction and autolysis. 
They found that the crystals vary under different condi- 
tions, indicating that they are not constant substances. 


‘“Gpasmnodic Pseudo-Tumors of the Large Intestine. 
Pror. Maurice Loreper (Paris), The Canadian Prac- 
titioner and Review, October, 1910. 


Spasm plays an important part in intestinal pathology. 
It is seen not only in connection with inflammatory and 
neoplastic affections, but it not infrequently accompanies 
nervous diseases as well as infections and intoxications 
localized in this tract. It may be primary or secondary, 
but whatever its etiology it always presents approximately 
the same features, viz., pain, constipation and intestinal 
obstruction, or even occlusion. In some instances it is 
located in the small, in others in the large, intestine, and 
the differences between these two distributions are mani- 
“fested in the physical signs rather than in the functional 
_ disturbances. 

Owing to the extreme mobility of the loops of small in- 
testine and the comparative thinness of their walls, their 
contractions are scarcely perceptible to the hand, whereas 
‘the fixity of the large intestine and its superficial situa- 
tion enable us to make out easily enough the existence of 
spasmodic contractions in the iliac fossae and the hypo- 
chondria. This spasm of the large intestine is tolerably 
‘frequent, and is met with especially in the neighborhood 
.of the cecum, the sigmoid flexure, and the transverse 


colon. 


: When present, the constricted segment of intestine feels 
like a thick cord or sausage, its mobility varying accord- 


-ing to its site. It occurs in the iliac fossae or the epigas- 


truim, or, should there be enteroptosis, below the .um- 


The spasm may be limited to a particular segment of 


_intestine, in which event one feels an indurated ring or 


lumps the size of a walnut or a tangerine orange, which 


_appear and disappear, it may be, very rapidly. The spasm 
_ may, however, become fixed at a particular spot for a 


time. When this is.the case, we feel for several days or 


“weeks an elongated tumor or lumps liable to be mistaken 
_for new growths, and as, not infrequently, the functional 


disturbances are well marked and the general health is, at 


the same time, undermined, the error is all the more prob- 


able. This is the state to which the term “spasmodic 


_pseudo-cancer” has been given. 


The diagnosis of phantom tumors of the large intestine 
is by no means invariably an easy matter, and it may be 
difficult to discard the possibility of inflammatory indura- 
tion and cancer. This is easy to understand in the pres- 
ence of loss of appetite, loss of flesh and cachexia, so 
frequent in these patients. Then, too, there may be a rise 
of temperature consequent upon the absorption of irritat- 
ing intestinal products. The symptoms of obstruction, 
violent attacks of diarrhea, cramps, the consistency of the 
tumor, its extreme tenderness and the bleeding, are all 
liable to lead us astray. But spasmodic tumors have a 
more even surface than new growths, they are more dis- 
tinctly circumscribed, and almost invariably their size, like 
their consistency, changes from one day to the next. They 
are never adherent, and are not associated with any glan- 
dular enlargement. They may be multiple, disappearing 
from one part of the intestine only to make their appear- 
ance elsewhere. : 

The physical and physicotherapeutic treatment must be 
associated with a moral treatment. This state of spasm 
often follows emotional outbreaks, and in any case is in- 
tensified thereby. The patient must, therefore, be assured 
of ultimate recovery, if only to give him confidence in the 
treatment, and in some cases it will be necessary to isolate 
him. If the spasm be very pronounced, with a tendency 
to cause obstruction or even occlusion of the intestine, it 
will be advisable to have recourses to electrical enemata, the 
action of which is immediate. Very rarely indeed is the 
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spasm so prolonged as to necessitate surgical intervention, 
but of course it is always possible for there to be some 
anatomical abnormality, constriction by a band of the 
phrenocolic ligament, exaggerated hepatic or splenic curves, 
adhesions, etc., that may render an operation necessary. 


Chronic Intestinal Stasis. Ww. A. Lane, London. Sur- 
gery, Gynecology and Obstetrics, November, 1910. 
By stasis the author means delay of the intestinal con- 
tents especially in the large bowel, sufficient to permit of 
absorption of large amounts of toxic material. Mechan- 
ically causative are bands fixing and constricting the py- 


lorus, lower ileum, cecum and flexures of the colon. The 


sigmoid is made rigid by inflammatory bands. The rectum 
is often enormously elongated. Deleterious_micro-organ- 
isms ascend to the level of the gall-duct. Constipation is 
a prominent symptom. The other symptoms of this auto- 
intoxication are loss of fat; circulatory changes—cold, 
clammy, livid hands and feet; diaphragmatic respiration ; 
discoloration of the skin, abnormal growth of the hair 
(forearms), offensive perspiration; muscular pain and joint 
stiffness; headache, lowered resistance to infection, nodu- 
lar changes in the breast. The only efficient cure for the 


‘disease according to Lane is removal or exclusion of the 


large intestine, which though a serious operation is indi- 
cated because of the extreme misery and complete dis- 


‘ability suffered by these patients. 


Carcinoma of the Prostate. (Le Cancer de la Pros- 
tate.) H. Younc, Baltimore. Annales des Maladies 
des Organes Génito-Urinaires, Vol. II, Nos. 19 and 20. 

The writer’s observations are based on III personally 
observed cases. Prostatic carcinoma is far more common 
than is generally believed, being found, according to 

‘Young, in 20 per cent. of all cases of prostatic enlarge- 

ment. Of 500 consecutive cases of urinary obstruction, 

some 100 were due to carcinoma, the remainder to simple 


hypertrophy. 


Symptoms are, in general, those of hypertrophy, but 
pain is often the most striking symptom. The pain may be 
local or radiating; in the latter instance simulating renal, 
spinal, or sciatic affections. 

rcinoma of the prostate may commence as a small 
nodule in a healthy or in an hypertrophied gland. In the 
latter case the nodule is generally found in a portion of 
the gland free from hypertrophy (most often in the pos- 
terior subcapsular aspect of the organ anterior to the 
hypertrophied lateral lobes). For a long time the car- 
cinomatous invasion remains localized to the gland. Peri- 
prostatic infiltration generally commences along the ejacu- 
latory ducts extending to the space between the seminal 
vesicles and the bladder. The pelvic glands -are involved late 
in the course of the disease, bone metastases often appear- 
ing before they are affected, 

Examination revealing an indurated nodule in an other- 
wise normal or slightly enlarged prostate in an individual 
over 45 years of age should always make one suspect 
carcinoma. Especially should this be the case if there is 
no history of an old prostatitis. In such instances an ex- 
ploratory perineal incision should be performed, and speci- 
mens removed for immediate frozen-section examination. 
Cure can be attained only by block removal of the pros- 
tate, seminal vesicles, vasa deferentia, and the anterior 
The operation, according to 
the author, is neither dangerous or difficult. When the 
disease is advanced, suprapubic cystotomy is of palliative 
value, but the best relief from pain and urinary obstruc- 
tion is obtained by a conservative perineal prostatectomy. 


Atony of the Bladder Without Obstruction or Signs of 
Organic Nervous Diseases. J. W. T. Wacker, Lon- 
don. Annals of Surgery, November, 1910. 

Twelve patients have come under Walker’s observation 
who were suffering from vesical atony not due to ob- 
struction to the urinary stream or to nervous disease as 
far as could be determined. In a number of cases the 
atony was present for so long a time that the writer could 
feel sure that tabes or some other spinal affection would 
not develop. 

Some of the cases were rather acute in their manifes- 


tations, others chronic. In all cases there was loss of 


‘power of the detrusor: muscles, with consequent residual 
urine. The cystoscope showed, in every case, a trabecu- 


lated bladder. The trabeculae were, however, different 


‘from those seen in the tabetic bladder or in that of pros- 


tatic hypertrophy. They were like round cords with 
smaller branches, and with cup-like depressions between 
the bands. It was remarkable that the trigone was not 
involved by the trabeculation. 

The sensibility of the bladder in these cases varied. In 
two cases it was certainly blunted, and, in some of the 
othets, increased. 

The author is at a.loss to explain the etiology of these 
cases except on an hypothesis of disease of the hypogas- 
tric sympathetic. It has been experimentally proven that 
the lowest reflex centers governing the functions of the 
bladder lie in the hypogastric plexus of the s hrectaeesy 
system. 


A Clinical Report on a Technic for Closing the Bladder 
After Suprapubic Opening. Wiuttiam E. Lower, 
Cleveland Medical Journal, September, 1910. 

Drainage after suprapubic opening of the bladder is 
often needlessly practised from an over-emphasized fear 
of infection. If the bladder is to be left open merely for 
the purpose of drainage a perineal opening is better for 

that purpose and more comfortable for the patient. Im- 

mediate closure of the bladder is recommended by means 

of the author’s technic. By immediate closure, the patient 
voids naturally from the start and can leave the hospital 
within ten days to two weeks. The suprapubic route is 
advised in cases of tumors, foreign bodies, and diverticula 
of the bladder. Drainage is more desirable when there is 
profuse hemorrhage with clot formation. Lower reports 
suprapubic opening of the bladder 69 times with immediate 
closure in 25 instances and drainage in 34 cases. The 
drainage cases required three or four weeks longer than 
the immediate closure cases and often the bladder re- 
quired irrigation long in the convalescent period. His 
technic was as follows: the bladder is washed with boracic 
acid solution and filled with this solution before anesthesia. 
The Trendelenburg position is needed. A vertical or 
transverse incision is made, depending upon the amount 
of adipose tissue. After cutting through the sheath of 
the rectus and separating the muscle, the peritoneum is 
pushed out of the way and the bladder is exposed extra- 
peritoneally. A tenaculum or bullet forceps catches the 
bladder on each side, the bladder is lifted, and a longitu- 
dinal incision is made in the bladder between the two 
tenacula. The tenacula being removed, the edges of the 
bladder incision are retracted with smooth retractors. 
Great care must be taken not to crush the cut edges of the 
wound. When the wound is ready for closure, a round, 
half curved needle threaded with OO chromic catgut is 
used. The first suture is passed through the muscular 
coat down to the mucosa and a free end is left for trac- 
tion. The first row of sutures is made parallel to the cut 
muscles and drawn only tightly enough to approximate 
the edges. The next row is made transversely to the cut. 

The — is not included in the suture. The rest is as 

usual. 


The Feasibility of Employing Cystoscopy in the Ex- 
amination of Serous Cavities. (Ueber die Méglich- 
keit die Zystoskopie bei Untersuchung serdser Hohl- 
ungen anzuwenden.) H. C. Jacosarus, Stockholm. 
Muenchener Medizinische Wochenschrift, October 4, 
IgI0. 

The instrument used is a trocar of No. 17 Charriére 
through which a cystoscope of Nitze’s model is intro- 
duced. The trocar has an automatic valve which ensures 
closure. The author has used his method in 17 cases of 
ascites, first evacuating the fluid through the trocar, then 
inflating the peritoneal cavity with filtered air. In several 
instances he has been able to diagnose cancer metastases 
on the liver surface, once a cirrhotic liver. Where no 


ascites exists the method is applicable in only few cases 
as the intestine might be injured. He has employed it 
only twice in pleuritic effusions, little information being 
gained. 
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The Fulguration Treatment of Papillomata of the Blad- 
ders. Leo Buercer and A. L. Woxzarst, New York. 
New York Medical Journal, October 29, 1910. 

The endovesical use of the Keating-Hart method of 
fulguration for papillomata of the bladder was first sug- 
gested and tried by Beer during the past year. The 
authors report three cases in which this method brought 
about a complete disappearance of the tumor. The treat- 
ment can be easily carried out under local anesthesia. 


Extracapsular Fixation of the Movable Kidney. C. A. 
L. Reep, Cincinnati. Journal.of the American Medical 
Association, September 17, 1910. 

The technic of extracapsular nephropexy is given in de- 
tail by Reed, with explanation of the special peculiarities 
of certain steps of the method. He calls attention espe- 
cially to the separation of the capsula adiposa from its 
relations to the abdominal wall to the extent that such 
relations may have survived the destruction. Special care 
must be taken not to separate the capsule from the tunica 
fibrosa, and he calls attention, as a guide in the operation, 
to the connective tissue striae which form the stroma and 
which must not be separated from their attachment to the 
tunica fibrosa. Longyear of Detroit was the first to de- 
scribe these striae as comprising a distinct and significant 
structure. After removal of the fat from the renal fossa 
these striae are divided and the upper segment is at- 
tached above the incision and the lower below it, since they 
are in such intimate connection with the cecum on the right 
and the sigmoid on the left that they may and probably 
do become the media of traction by the loaded or replaced 
bowel on the kidneys and therefore a positive etiologic fac- 
tor in the descent of the kidneys. While the kidney is 
thus protected from traction, however, care must be taken 
not to deprive either the cecum or the sigmoid of any 
suspensory power that may inhere in this anatomic ar- 
rangement. It is important, therefore, that the lower 
segment of these striae shall be attached to the lower mar- 
gin of the operation wound. Vigorous friction of the 
tunica fibrosa above the zone covered by the adherent 
striae, especially on the posterior surface of the kidney, 
and carried to the point of inducing punctate hemorrhages, 
is made in order to provoke an abundant exudate which 
will cause adhesion to the abdominal wall. Reed does not 
think that anything further than this is necessary. The 
whole operation is extracapsular, which, so far as his ex- 
perience goes, is always, he thinks, a practical method, 
coming nearer than any other procedure to restoring the 
pathologically movable kidney to its normal anatomic re- 
lation and to the natural exercise of its normal function. 
Decapsulation, transfixion sutures, irritants to cause ad- 
hesions, etc., are liable, in his opinion, to induce unde- 
sirable pathologic conditions and final failure. 


Tuberculosis of the Female Organs of Generation and 
the Peritoneum. J. Rippte Gorre, New York, Jour- 
nal of the American Medical Association, October 15, 
‘Genital tuberculosis may be either primary or secondary. 
Goffe does not think that infection by coition with tuber- 
culous men is probable without the ground being prepared 
by gonorrhea or the puerperal condition. The possibility 
of infection by street dust swept up by the clothing is 
suggested. Tuberculous invasion of the tubes and ovaries 
may precede that of the peritoneum be simultaneous with it, 
or follow it. Direct primary tuberculosis through infection 
by the blood is believed to be very rare. It occurs more 
frequently by contiguity, secondary to tuberculosis of the 
lymphatic system, or bowel ulcer, or by continuity from 
the Fallopian tubes. It is desirable, to. say the least, that 
the accurate diagnosis of tuberculosis should be made 
before operation, but, with all precautions, the surgeon 
may sometimes be surprised by conditions found in the 
abdomen. We may have disseminated miliary tubercles 
with abundant ascites, the exudate indicating a protective 
process due to irritation of the unaffected peritoneum. 
If the patient gets the advantage we have an obliterative 
peritonitis resulting in fibrous or cobweb adhesions. In a 
case in which the infection is from contiguous organs, we 
find an ulcerative or cheesy form of growth accompanied 
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. radical surgery is inadvisable. 


iliac and common iliac. 


by fibrous nodules, cicatrizing ulcers or masses of plastic 
exudate, here and there forming bands of fibrous tissue. 
These adhesions and bands may form sacculated pseudo- 
cysts, filled with tuberculous débris and possibly pus, 
indicating a mixed infection. The omentum may be 
matted together by an extension of the process. In the 
first or ascitic type the serum should be evacuated and 
the wound closed without drainage. These are the cases 
in which the patients recover so mysteriously and _ 
manently and are usually cases of general miliary tuber- 
culosis. If a definite focus is discovered in the tubes its 
removal is desirable, but if long buried in protecting 
adhesions it should not be disturbed. In the second or 
adhesive class, if the exudate is general and a tendency 
to organize into adhesive bands is apparent, it should be 
let alone unless a distinct focus can be easily reached and 
removed. This should depend on the general condition 
of the patient. The wound should be closed without 
drainage. In the third class of cheesy deposits any very 
Adhesions that presumably 
shut in intestinal ulceration should be carefully preserved, 
but collections of débris and pus should be as carefully 
cleansed, and the cavity drained with cigarette drains of 
guttapercha tissue. Gauze drains should be prescribed. 
Goffe reports seven cases. 


Thrombosis of Pelvic Veins Following Septic Abortion. 
Extirpation—Recovery. G. SEELIGMANN, New York. 
Surgery, Gynecology and Obstetrics, November, 1910. 

Seeligmann contributes another case to the 60 or 65 al- 
ready on record. His patient was 26 years old, aborted 
at the fourth month, and was admitted to the hospital 
already septic. On the day of admission the uterus was 
emptied. During ten days’ observation she developed al- 
most daily chills with fever to 105°. Jtst before operation 
was decided upon a mass was noted in the right broad 
ligament. On opening the abdomen the uterus and ad- 
nexa proved normal, but the right broad ligament con- 
tained a thrombotic mass about 3 cm. in diameter arising 
from the uterine veins and extending into the internal 

By incising the peritoneum, the 

thrombosed area was exposed, a ligature placed above it, 

and the entire affected vessels with uterus and adnexa, ex- 
tirpated. For three days there were no chills, then dur- 
ing two weeks the chills recurred once or twice daily. 

After this gradual recovery supervened. Streptococcus 

vaccine was given at the time the chills ceased. Whether 

defervescence was influenced by these injections is con- 
jectural. 


Has Ovatherapy an Experimental Basis? R.T. Franx, 

New York. Archives of Internal Medicine, September 

15, 

Frank summarizes a series of painstaking, thorough and 
convincing’ experimental observations as follows: 1. 
Corpus luteum extract, injected intrdvenously in suffi- 
cient concentration, proves rapidly fatal in consequence 
of intravascular thrombosis. 2. Corpus luteum extract 
of heterologous species, given subcutaneously, by mouth, 
or by a combination of these routes, does not replace the 
normal action of this gland of internal secretion. The in- 
jections do not suffice to “sensitize” the uterus and enable 
it to produce Loeb’s deciduomata and do not bring about 
such epithelial changes as are noted after follicular 
rupture. 

In consequence of these negative results, Frank has as- 
sumed a skeptical attitude toward the administration of 
ovarian extract for symptoms following artificial castra- 
tion in women. The relief by ovatherapy of such symp- 
toms as flushing, etc., following artificial menopaues, is 
not, according to the author, an indication that this drug 
is of value. He believes that these symptoms are largely 
neurotic in character. 


The Use of Quinine and Urea Hydrochloride as a 
Local Anesthetic in Ano-rectal Surgery. L. J. 
HirscHMAN, Detroit. The Proctologist, September, 

It has often been noticed that, in the subcutaneous in- 
jection of this double salt of quinine, local anesthesia has 
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been produced. Hirschman decided to employ the drug 
for local anesthesia in ano-rectal operations, to ascertain 
if it could substitute cocaine and its derivatives. He states 
that a perfectly satisfactory local anesthesia is obtained 
by the injection of 1 per cent. solutions of quinine and 
urea hydrochloride. Toxic manifestations have never been 
observed, even if several drams of the solution are em- 
ployed. The anesthetic effect begins in a few minutes and 
lasts hours, even days. Solutions of the drug may be 
boiled. A form.of fibrinous exudate results from its in- 
jection which the writer considers of importance as indi- 
cating that the new local anesthetic has a pronounced and 
prolonged hemostatic action. 


Permanent Results of Osteoplasty in Animals. (Dauer- 
erfolge der Osteoplastik im Thierversuch.) P. Fran- 
GENHEIM, Koenigsberg. Archiv fiir Klinische Chi- 
rurgie, Vol. 93, Part I. 

The author performed bone transplantations sixty times 
on forty rabbits, and eleven times on eight dogs. He used 
young animals, whose bones had not yet completely ossi- 
fied. The material he employed consisted, in most of his 
cases, of living bone with or without periosteum. The 
bone was either removed from the same animal or from 
another animal of the same species. In another series of 
cases macerated bone was employed. 

Examination of the grafts showed that the periosteum 
preserved its osteogenetic properties, even when the bone- 
periosteum is transplanted from another animal of the 
same species. In the latter case, however, the bone growth 
was never smooth. Preservation of the medulla was 
found essential for good grafts. Where bone denuded of 
periosteum was transplanted, periosteum extended from 
the normal bone-periosteum to envelop the denuded graft. 
The transplantation of macerated bone proved unsatisfac- 
tory. 


The Toilet of the Tympanum and Its Relation to the 
Success of the Radical Mastoid Operation. Gri_sert 
Royce, Dominion Medical Monthly, October, 1910. 

The most frequent spots for the occurrence of necrosing 
bone are the mouth of the Eustachian tube, the posterior 
segment of the tympanum, the roof of the attic, and the 
promontory. 

The presence or absence of fistulae leading to the in- 
ternal ear should be carefully determined, as their pres- 
ence would account for a loss of function and affect the 
prognosis of the case. In curetting the mouth of the 
Eustachian tube only one direction is safe, and that in a 
direction towards the chin, for below and behind is the 
carotid artery, which is covered by a very thin plate of 
bone, while above is the facial nerve as it leaves the tym- 
panic cavity. The tube should not only be curetted out, 
but its outer lip shaved down so that one can look directly 
into it; this procedure favors the obliteration of its lumen, 
thereby preventing the evacuation of mucus from its in- 
terior, and disposes of a ridge which so often retards the 
progress of dermatization. - Just above the tube is the 
processus cochleariformis, which is often prominent. In 
removing this care must be exercised, as it is in intimate 
relation with the facial nerve. The remains of the tensor 
tympani can sometimes be seen alongside the processus, 
and appears as a small flag of tissue; it is a potent pro- 
ducer of granulations in this region and should be curet- 
téd out, always with considerable caution. Having flat- 
tened the facial spur or ridge as far as one can with 
safety, that is, to the level of the top of the eminence of 
the horizontal semi-circular canal, its anterior face should 
be thoroughly examined for necrotic bone, for it is here 
that it frequently occurs. Its removal should be carefully 
done, the facial nerve being only about 2-4m. posterior 
to it. 

It is not wise to curette about the round window, al- 
though the tympanic wall in this region is often exceed- 
ingly irregular. After the removal of the outer wall of 
the attic, the roof should be explored, for the dura will 
sometimes be found exposed, in which case it is well to 
clip away the bone from the margin of the exposed area 
until a healthy membrane is seen. Attention can now be 


paid to obliterating the outer wall of the hypotympanum 
With regard to 


and leveling the inferior meatal wall. 


caries over the promontory, only the very lightest curetting 
is permissible, or in some cases perhaps none at all, the 
diseased parts being allowed to exfoliate. In some cases, 
owing to the peculiar shape of the tympanic space, the 
anterior wall shuts off a view of the region about the 
tube and parts above this, these being at the apex of a 
narrow acute angle and hence inaccessible to after-treat- 
ment. The convexity should be trimmed down, care being 
taken not to break through into the maxillary joint. 


On Spondylitis Typhosa (Typhoid Spine) with Report 
of Three Cases. ANpveERS Frick, /nterstate Medical 
Journal, October, 1910. 

The first patient developed severe pain in the stomach 
on the eighty-second day. The pains later localized them- 
selves to the back and sides. Two days later there was 
distinct tenderness to the right of the twelfth dorsal ver- 
tebra. The temperature at times rose to 103° F. In the 
course of two months the patient recovered. The second 
patient developed pain in the back three months after his 
typhoid fever and ran a temperature as high as 102° F. 
There was marked tenderness oVer the fifth lumbar ver- 
tebra. The third patient developed severe pain in the left 
dorso-lumbar region nine days after his typhoid fever. 
On examination nothing abnormal could be found except 
a very pronounced hyperesthesia from the eleventh and 
twelfth dorsal and first lumbar vertebrae around the left 
parallel with the ribs to the anterior middle line. 

The first symptoms in spondylitis typhosa appear at times 
during the latter part of the febrile stage, but usually dur- 
ing convalescence and often as late as the third or fourth 
month. The first symptom is usually a more or less severe 
pain in the back. The character of the pain is a constant 
ache which is greatly exaggerated often by even the slight- 
est movement, by a cough or a sneeze. The pain is usually 
located in the lumbar region. The symptom next in im- 
portance is elevation of temperature. Prognosis is good 
in almost all cases. Therapy consists mainly in thoro 
immobilization. 


Cylindroma of the Nasal Cavity, with Report of Case. 
D. Brack, The Medical Review, October, 


The term cylindroma is applied to a distinct form of 


‘tumor whose essential feature is that it is not malignant 


in the sense that it produces death but rarely, and then 
only when it invades some inaccessible structure or oc- 
casionally by taking on malignancy. There is a peculiar 
hyaline degeneration with a stroma similar to the malig- 
nant tumors. The origin of the tumor is due to dis- 
turbances of the development of certain glands. They are 
most frequently found in the region of the orbit, nose and 
mouth. 

The patient reported was a woman, 33 years of age, who 
complained of nose bleeding. She was operated upon 
many times for supposed polypi. Examination showed a 
grayish white tumor which extended anteriorly to the 
nostril and posteriorly into the nasopharynx on the left 
side. A diagnosis of myxosarcoma was made. Micro- 
scopical examination showed cylindroma. 


The Objects, Methods and Technic of Skin Grafting to 
the Mastoid Cavity. Seymour OppenHEIMER, Med- 
ical Review of Reviews, October, 1910. 

Following the radical mastoid operation a large bony 
surface remains exposed to slowly become covered with 
granulation tissue; therefore it is evident that the larger 
the area that is covered with epidermal cells, the more 
rapid will be the healing and the less danger will there be 
of further carious changes taking place in the bone. The 
time required for the healing of the exenterated cavity by 
plastic flaps alone is most indefinite, and often much diffi- 
culty is encountered in having the epithelium grow down 
into the deeper portions of the antrum and tympanic 
spaces. This is especially so when the cavity is large, as 
the epithelium from the skin flaps extends very slowly. 
Where epithelium has not been transplanted, or skin flaps 
have not been used, one not infrequently finds minute 
areas of developing epithelium, especially on the inner wall 
of the osseous cavity, which are isolated one from-the 
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other and apparently originate from small bits of mucous 
membrane inadvertently left after the tissues have been 
curetted. After a considerable time these islets become 
dry and present a non-secreting surface. 

Skin-grafting may be carried out as final step at the time 
of the primary operation or at a subsequent period, the 
newly formed cavity in the mastoid bone having become 
covered with healthy granulation tissue. It is essential 
whenever skin-grafting is to be performed that the walls 
of the osseous cavity be perfectly smooth and that every 
portion of the transferred skin be in apposition, the entire 
procedure being carried out under the most scrupulous 
aseptic precautions. 

When grafting is to be performed at the time of the 
original mastoid operation, the operation itself must be 
completed and all bleeding checked, while the anterior and 
posterior edges of the wound should be retracted in order 
that the eviscerated mastoid may be freely exposed. As 
large a graft as possible is then transferred to the inner 
wall of the cavity. The graft should be held in place at 
the posterior part of the cavity and approximated to the 
prominence of the horizontal semicircular canal, the facial 
canal, the inner tympanic wall and, as far as possible, the 
antrum. It is very essential that a portion of the graft 
should be closely brought in contact with the mouth of 
the Eustachian tube in order to aid in obliterating this 
source of infection. 

Various tissues or protectives may be used to hold the 
_ grafts in position, among them silk tissue, Cargile mem- 

brane, sterilized tinfoil, and gauze covered with boric acid 
ointment. 

Where grafts fail to take, it is due as a rule to faulty 
technic, the graft being cut too thick or improperly han- 
dled, so that its vitality is impaired; or it may be due to 
the lack of aseptic precautions, the imperfect approxima- 
tion of the graft, the failure to smooth the bony surfaces 
sufficiently, or the leaving of a small area of bone dis- 
ease or its possible redevelopment after the grafts have 
been applied. 


Prolonged Anesthesia of the Larynx in Tubercular 
Laryngitis by Means of Alcohol Injection of the 
Superior Laryngeal Nerve. (Ueber die Daueran- 
esthesie des Kehlkopfs bei Tuberkulose durch Alko- 
holinfiltration des N. laryng. sup.) G. Rotu, Reich- 
enhall. Muenchener Medizinische Wochenschrift, Oc- 
tober 18, 1910. 

The author used the treatment, recommended by Hoff- 
mann, in 33 cases of tubercular laryngitis in which severe 
pain on swallowing had resisted all medical measures, In 
these cases a pathognomonic painful spot is found between 
the hyoid bone and crycoid cartilage corresponding to 
where the sensory branch of the superior laryngeal nerve 
perforates the thyro-hyoid membrane. After disinfection 
with alcohol (not ether, which causes coughing) a some- 
what blunt needle is pushed through the skin over the 
pressure point for a depth of 114 cm., and then directed 
upward and outward. When the nerve is reached the 
patients complain of pain radiating toward the ear. From 
1-2 ccm. of 85 per cent. alcohol, raised to 45° C., are in- 
jected. The relief from pain begins after 1-2 days and 
on the average lasts for a week. Patients then usually 
request a new injection. As a palliative measure these 
injections are excellent. 


Notes on Acute Cerebral Compression with Presenta- 
tion of Cases. H. Sruart MacLean, The Virginia 
Medical Semi-Monthly, October 7, 1910. 

Fractures of the skull vault, either bursting or bending 
in their nature, are the most frequent causes of compres- 
sion. Of prime importance is the fact that it is not the 
fracture, but the results of the fracture, which are of chief 
concern. In recent intracranial trauma the compression 
‘ which arises is the condition which demands relief, as will 
be readily seen when the production and action of com- 
pression is understood. The cerebro-spinal fluid (or sub- 
arachnoid fluid) is thrown out or secreted by the choroid 
plexuses and passes from the ventricles into the subarach- 
noid space through various openings (Monroe, Magendie 


It is taken up by the Pacchionian bodies 
and ott.r erebral veins and in this way escapes into the 
venous circulation. The experiments of Leyden, Cush- 
ing, Hill and others have demonstrated conclusively that 
by increasing the amount of subarachnoid fluid experi- 
mentally, a train of symptoms is produced corresponding 
accurately with those arising in intracranial injuries; and 
it is known that the symptoms in such injuries are those 
of this increased tension of the cerebro-spinal fluid plus 
such focal symptoms as will arise from the local exciting 
cause. The latter may be so slight as to give rise to no 
individual symptoms, as, for instance, a slightly depressed 
piece of bone a small, circumscribed hemorrhage or lacera- 
tion of a small area of cortical substances. At times the 
compression may be the result of a large extra- or sub- 
dural hemorrhage, yet this clot acts as a compressing force 
and its presence also stimulates increase of cerebro-spinal 
fluid by blocking the venous drainage of the brain. It is to 
this increased tension of the cerebro-spinal fluid that we 
must look for an explanation of the progressive symptoms 
which arise. 

One important point to be considered in the diagnosis 
of acute compression following injury is the so- -calle con- 
scious interval. For a variable time after the injury the 
patient will be conscious and may complain of a few or no 
symptoms. This lasts from half an hour to half a day or 
more, and is then followed by symptoms of cerebral irri- 
tation (the first effect of growing compression), such as 
twitching or jerking movements, headache (due to irrita- 
tion of the dural fibres from the fifth nerve), stupor, 
nausea, restlessness and delirium. The stupor deepens 
until the patient can hardly be aroused and finally coma 
ensues. 


and 
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Unusual Foreign Body in Right Bronchus Removed by 
Lower Bronchoscopy. CuHas. W. RicHArpson, The 
Laryngoscope, October, 1910. 

The patient, a young woman, inspired a large piece of 
a rubber ink eraser. X-ray showed a large foreign body 
lodged in the right bronchus protruding slightly into the 
trachea. The patient was in fair condition, had no cough 
or cyanosis. Respiratory signs were exaggerated on the 
right side and absent over the whole of the lower portion 
of the right lung. An attempt was made to remove the 
foreign body by means of the Jackson instruments passed 
through a low tracheotomy wound, with the usual instru- 
ments. As it could not be grasped with any of these, a 
special instrument was devised of a steel rod, 2-3 mm. in 
diameter and about 20 cm. long, the distal end of which 
was made in screw form. After numerous attempts the 
foreign body was extracted after screwing the distal end 
into the rubber. 


The Cure of Varicose Veins by Intravenous Injections. 
WiuiaM F. Bernart. The Chicago Medical Recorder, 
August 15, 

The occurrence of obliterating endophlebitis following 
the intravenous injection of mercury for the cure of syph- 
ilis, Jay at the basis of Bernart’s work. He believes that 
the injection of a corrosive solution, such as bichloride of 
mercury, against the endothelium of a vein instead of into 
the middle of the blood stream accomplishes a complete 
and lasting occlusion of the vein. His technic is simple: 
after cleansing the site of operation with alcohol and 
ether and applying a tourniquet some distance above the 
point to be injected, a two-inch small-gauge platinum 
needle is passed up to its shoulder into the lumen of the 
vessel. The tourniquet is then loosened and the one in 
five hundred solution of mercuric chloride is slowly in- 
jected against the wall of the vein. Injections are given 
every second, third or fifth day, depending upon the vio- 
lence of the reaction. Injections are given in courses of 
ten to twelve, followed by an interval of rest. 

The writer reports three cases in which this technic 
was used with marked success, the ultimate result being 
equal to the results of a radical operation. The only dis- 
advantage of this mode of treatment lies in the fact that 
the time required for the cure is from two to six months, 
though the patient is at no time obliged to give up time 
from the ordinary pursuits of the day. 
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Therapeutic Notes (Sept. 1910) tells of a physician who had prescribed a certain brand of 
A. S. and B. pills for years, under the impression that no others would give him equal satis- 
faction. Casually he learned of our Soft Mass Pill No. 984 (A.S.and B.). He tried it. Note 


what he says: 


“I am getting incomparably better results from your Soft Mass A. S. and B. pill than 


I did from Blank’s hard pills. There is absolutely no comparison between them. 


I now specify Soft Mass Pills, P. D. & Co., exclusively.” 


Our Line of Soft Mass Pills. 


(Chocolate-coated except No. 892.) 


No. 892—Ferrous Carbonate (Blaud), 5 grs., round, uncoated. 

No. 967—Cathartic Compound, U. S. P. Eighth Revision. 

No. 968—Cathartic Compound, Improved. 

No. 969—Quinine Sulphate, 2 grs. 

No. 970—Cascara Compound No. 3 (Dr. Hinkle). 

No. 971—Ferrous Carbonate (Blaud), 5 grs., U. S. P. Eighth 
Revision. 

No. 975—Cholelith (round). 

No. 977—Ferrous Carbonate (Blaud), Modified. 

No. 981—Ferrous Carbonate (Blaud) Compound, B “C.” 

No. 982—Ferrous Carbonate with Nux Vomica. 

No. 983—Blaud and Strychnine Compound, B “B.” 

No. 984—Aloin, Strychnine and Belladonna, B “ A.” 

No. 985—Aloin, Strychnine and Belladonna Compound, N. F. 

No. 986—Cathartic Compound Granules, 34 gr. 


No. 987—Emmenagogue, Improved. 

No. 988—Evacuant. 

No. 990~Camphor, Opium and Lead Acetate. 

No. 991—Camphor, Opium and Tannin. 

No. 992—Opium and Camphor, N. F. 

No. 993—Quinine, Iron and Zinc Valerianates. 

No. 994—Quinine Valerianate, 2 grs. 

No. 995—Salol, 2% gers. 

No. 996—Salol, 5 grs. 

No. 997—Salol and Phenacetine. 

No. 998—Warburg Tincture, N. F., representing 14 fluidrm. 

No. 999—Warburg Tincture, N. F., representing | fluidrm. 

No. 1000—Warburg Tincture without Aloes, N. F., represent- 
ing | fluidrm. 

No. 1001—Alophen. 


NOTE.—In the soft-mass process no heat is applied, hence such volatile substances 
as camphor, the valerianates, the essential oils, etc., are preserved in full measure. 


Soft Mass Pills (P. D. & Co.) dissolve readily in the digestive tract. They are 
attractive in appearance. They keep well. They are absolutely true to formula. Ask 
your druggist to dispense them on your prescriptions. 


PARKE, DAVIS & COMPANY 


Laboratories: Detroit, Mich.; Walkerville, Ont.; Hounslow, Eng. 


wanches: New York, Chicago, St. Louis, Boston, Baltimore, New Orleans, Kansas City, Minneapolis; London, Eng.; 
Montreal, Que.; Sydney, N.S.W.; St. Petersburg, Russia; Bombay, India; — Japan; 
Buenos Aires, Argentina. 
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New Prices 


Independent 
TIRE 


OUR PRICES, SAME TIRE 


$1179 | 28 x 3 $14 69 
1266 | 30 x 3 15 83 
1866 | 30 x 3%] 2333 
1980 | 32 x 3% 2475 
2160 | 34 x 3% 27 00 
2526 | 30 x 4 31 64 
2616 | 31 x 4 3270 
2712 | 32 x 4 33 90 
2814 | 33 x 4 35 18 
2898 | 34 x 4 36 23 
3087 | 36 x 4 38 59 
3623 | 34 x 4529 


FLAPS TO USE ON Q. D. RIMS, $1.50 EXTRA. 
WRITE FOR PRICES OF OTHER SIZES. 
STATE STYLE AND MAKE OF RIM. 


Through an improved process it has be- 
come possible to manufacture a tire with the 
saving indicated above. Tubes at 40 per 
cent. standard list. 

We represent most of the standard man- 
ufacturers in the disposition of their Seconds. 
Money refunded on goods returned intact 
within a week and shipped with privilege of 
examination. 


AUTOMOBILE TIRE CO. 


ROOM 53, MAIL ORDER DEPT. 
1625 BROADWAY, NEW YORK CITY, N. Y. 


The oldest Automobile Tire Jobbing concern in the 
U. S. and largest in the world. 


il MARTIN H. SMITH COMPANY, New York, N.Y.US.A.J 
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Surgical Landmarks 


While anatomical relations do not change the 
mind, cannot retain every detail, and some of them 
are most important in sur- 
gical work, 


The Pilz Manikin 


is the best aid for refresh- 
ing the memory, and will 
prove invaluable for refer- 
ence before operations. 

It is the standard Man- 
ikin adopted by state and 
national institutions. 

It is used in over 600 
Hospitals and Medical 
Schools. 

It is the most comprehen- 
sive and correct guide ever 
prepared, and its value to 
the profession as an office 
equipment will make it use- 
ful in many ways. 

It is life size, printed in 
natural tints upon heavy 
linen, mounted upon card- 
board, and retails ror $15.00 
for female and $12.00 for 
male, or sexless. 

The Pilz Manikin will be sent C. O. D., or N. Y. draft 
with order. We guarantee the Manikins to be exactly as 


represented, or money refunded. In ordering be particular 
to state which Manikin is wanted. 


AMERICAN THERMO WARE CO, 


14 Warren St., New York City, N. Y. 
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THE NEED OF A NATURAL ELIMINANT IS SUPPLIED BY 


Hunyadi Janos 


NATURAL LAXATIVE WATER 


In every sense it is a gentle Hydragogue. Through 
‘its abstraction of water from the intestinal blood vessels, it 
stimulates and flushes the entire gastro-intestinal canal. In every type 
of abdominal inflammation, particularly enteritis or peritonitis, where a non-irrita- 
ting but efficient eliminant is needed, HUNYADI JANOS water will prove very effective. 
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BWHEELER MD. 


TA 


FASTIDIOUS COMPANY 
CONVALESCENTS =" MONTREAL,CANADA, 
SAMPLES LITERATURE LABORATORY, 
ON REQUEST AN ARMOF PRECISION ROUSES POINT, NY. 


Something New 

\ For Throat 
Diseases 


PARAFORM LOZENGES 


ANTISEPTIC — DEMULCENT — HEALING 


Paraformaldehyde .. % gr. 
The Boric Acid... .. ler. 
Formula Demulcent Base. .. 48s. 
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McARTHUR’S SYRUP 


me HYPOPHOSPHITES COMP. 


HAS STOOD THE TEST 
During many years for unqualified efficacy in the treatment of 


It has proved itself time and time again to be positively beneficial 
in this disease. Indicated also as a Tonic and Tissue Builder m 
convalescence from Fevers, in Nervous Diseases, Rickets, 
Senile Debility and Bronchitis. 

We cordially invite any physician or dentist to write for our regular size $1.00 bottle, which 

will be sent by express, prepaid anywhere in the U. S., upon receipt of 40 cents in stamps. 


Pamphlet on Tuberculosis, and a valuable and handy Chart on 
Diseases of the Troat and Lungs, etc., sent post paid upon request. 


McArthur’s Syrup can be had at any druggist’s 


THE McARTHUR HYPOPHOSPHITE CO. 
ANSONIA, CONN. 


ualit —The Secret of Satisfaction in the 
Purchase and Use of Rubber Goods 


The fr? Brand 


on a bulb or fountain syringe, hot water bag, 
catheter, stomach or rectal tube, ice cap or 
coil, Kelly pad, or any other article of rubber 


Insures Maximum 
Durability and Service 


The physician, therefore, who specifies 
and insists on getting “Alpha” rubber goods, 
protects himself and his patients once and 
for all against the dangers of uncertain quality. 


PARKER, STEARNS & CO. 


obstetrical kit. Insures a continuous 
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CEREVISINE (the spores of the yeast plant saccharomyces 
cerevisig) is a powerful aid in treatment of boils, carbuncles 
and -other inflammatory diseases of the skin. > Applied ex- 


ternally as a poultice, in solution as a lotion, and administered 
internally in capsules or dissolved in beer or sugared water. 


Its utility is due to its antagonism to micro-organisms, 


especially the streptococci and staphylococci, which are 


characteristic of furunculosis. 


LITERATURE AND SAMPLES CAN BE OBTAINED FROM 
E FOUGERA @& CO., NEW YORK, 


AST season we placed emphasis on the curative value of citric acid as found in the AT- 
WOOD GRAPE FRUIT. : 
With the first suggestion of the use of this grape fruit in rheumatic and febrile con- 


ditions came a quick endorsement from physicians and the public. We say “as found 
in the Atwood Grape Fruit,” for Atwood Grape Fruit is so far superior to the ordi- 


nary kind that it is admittedly in a class 


medicinally, 


Its superiority is not an accident. From the be- 
ginning the Atwood Grape Fruit Company (the 
largest producer of grape fruit in the world) 
has sacrificed everything for QUALITY. An 
initial expense of hundreds of thousands of dol- 
lars was incurred; everything that science or ex- 
perience could suggest was done to produce 


by itself when used either as a luxury or 


QUALITY; even then, many trees, as they came 


to maturity, bore just good, ordinary grape fruit, 

but not good enough for the Atwood Brand. & 
Therefore thousands of big, bearing trees were 
either cut back to the trunk and rebudded to 


SUPERIOR VARIETIES or dug out entirely. 


So through the various processes of selection, culivation and elimina- 
tion has evolved the ATWOOD FLAVOR, as hard to describe as it is 


difficult to produce. ‘ 


Atwood Grape Fruit is sold by high class dealers and aS in the trade-mark 


wrapper of the Atwood Grape Fruit Company. 


Buy it ¢ Ape box; it will keep for weeks and improve. Price for either bright or 


bronze, $6 per standard box 


containing 54, 64 or 80 grape fruit. 


ATWOOD GRAPE FRUIT CO, 290 Broadway, New York City. 
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